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CERTIFICATE
GROUFP DENTAL INSURANCE

The Policyholder CITY OF SALEM VIRGINIA
Policy Number 10-17a29 Insured Person
Plan Effective Date October 1, 1991 Certificate Effective Date

Refer to Exceptions on Y07,
Plan Change Effcetive Date October 1, 2005
Class Number 1

Amentas Lite Insurance Corp. certifies that vou will be insured for the benefits described on the following pages,
according to all the terms of the group pelicy numbered above which has been issued to the Policyholder.

Passession of this certificate does not necessarily mean you are insured. You are msured only if you meet the
requirements set out in this certificale.

The group policy may be amended or cancelled without the consent of the msured person.

The group policy and this certificate are governed by the laws of the state in which the group policy was
deliverad.
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S0X1 Ed 0105



IMPORTANT INFORMATION

In the event you need to contact someone about this insurance coverage for any

reason, please contact vour agent. If you have additienal questions, you may
contact us at the following address and telephone number:

Quality Control Uit
PO, Box 81EE9
Lincoln, WE 6850 -1 389
1 8O0 366-3933

If vou have been unable to contact or obtain satisfaction from us or the agent, you
may contact the Virginia Bureau of Insurance at:

Life and Health Division

Bureau of Insurance

PO, Box 1157

Fichmond, WA 23218

1-804-371-9741 (Richmond area)
1-800-552-7945 (Toll free within Virginia)
1-877-310-6560 (Toll free out-of-state)

Wrillen correspondence is preferable so that a record of your inguiry is

maintained. When contacting your agent, us or the Bureau of Insurance,
have your policy number available,

WA irievance Fd. 91045
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SCHEDULE OF BENEFITS
OUTLINE OF COVERAGE

The Insurance for each Insured and cach Insured Dependent will be based on the Insured's class shown i this
Schedule of Benefits,

Benefit Class Class Description
Class 1 All Eligible Employees

DENTAIL EXPENSE BENEFITS

Deductible Amount;

Type 1 and Type 3 Procedures F0
Type 2 Procadures - Onee per Lifetime $E0
Comsurninee Persenfages:
Type 1 Procedures 100%
Type 2 Procedures B0
Type 3 Procedures 5
L3256
Maximum Amount - Each Benefit Period Sy

ORTHODONTIC EXPENSE BENEFITS

Deductible Amount - Once per litetune 30
Coinsurance Percentage 0%
Maximum Benefit During Lifetime H1, 000
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AMERlTA&ﬁ

LIFE INSURAMCE CORP,
A UMIF] Company

INCREASED DENTAL MAXIMUM BENEFIT RIDER

To be attached to and made a part of Group Policy Number 10-17629 and each Certiticate of Insurance issued
under such policy. Tssued to CITY OF SALEM VIRGINLA

Carry Over Amount Per Insured Perzon — Each Benefit Period S250
Benefil Threshold Per Insured Person — Each Benefit Perod 500
Maximum Carry Over Arount 51,000

After the first Benefit Period following the coverage eftective date, the Maximum Amount for Dental Expenses
Per Insuted Person as shown in the Schedule of Benetits may be inereased by the Carry Over Amount if:

a)  The Insured Person has submitted a claim for dental expenses incurred during the preceding Benefit
Periad; and

b)  The benefits paid for dental expenses incurred in the preceding Benefit Period did not exceed the
Benefit Threshold,

In each succeeding Benefit Period in which the total dental expense benefits paid do nol exceed the Benefit
Thresheld, the Insured Person will be eligible for the Carry Over Amount.

The Carry Over Amount can be accumulated from one Benefit Period to the next up to the Maximum Carry Ower
amount unless:

al  During any Beneft Peried, dental expense benefits are paid in excess of the Threshold, In this
nstance, there will be no additional Carry Orver Amount for thar Benefit Period; or

by During any Benefit Period, no ¢launs for dental expenses incurred during the preceding Benefit
Period are submitted, In this instance, there will be no Carry Over Amount for that Benefit Period,

and any accumulated Carry Over Amourtts from previous Benefit Periods will be forfeited.

Eligibility for the Carry Over Amount will be established or reestablished at the time the first claim n a Benefit
Feriod is received for dental expenses incurred during that Benefit Peried.

In order 1o properly caleulate the Carry Over Amount, claims should be submitted timely in accordance with the
Proof of Loss provision found within the General Provisions. You have the right to request review of prior Carry
Ower Amount calenlations, The request for review must be within 24 months from the date the Carry Over

Amount was established.
(-lo ,t\m f"\ r]\m't.._;

President
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DEFINITIONS

COMPANY refers o Ameritas Life Insurance Corp, The words "we", "us" and "our” refer to Company. Our
Home Office address is 53900 "O" Street, Lincoln, Nebraska 68510,

POLICYHOLDER refers to the Policvholder stated on the face page of the palicy.
INSURED refers to a person:
a.  who is a Member of the eligible class; and
b, who has qualified for insurance by completing the eligibility period, it any; and
¢, for whom the insurance has become effective,

CHILD. Child refers to the child of the Insured or a child of the Insured's spouse, if they otherwise meet the
definition of Dependent,

DEPENDENT refers to:
a.  an Insured's spouse,

b, each vnmarried child less than 19 vears of age, for whom the Insured or the insured's spouse, is
legallv responsible, including:

i. natural bom children;
1, adopted children, eligible from the date of placement for adeption;
L. children covered under a Qualified Medical Child Support Order as defined by

applicable Federal and State laws,
e, each unmarried child age 19 but less than 24 who 15

L a tull time student at an aceredited school or college, which includes a vocational,
technical, vocational-technical, trade school ar institute; and

ii. primurily dependent on the Insured, the nsured's spouse for support and
maintenance,

d. each unmarried child age 19 or older who:
i is Totally Disabled as defined below; and
i1, becomes Totally Disabled while insured as a dependent under b, or ¢. above.
Coverage of such child will not cease if proof of dependency and disability is given
within 31 days of attaining the limiling ape and subsequently as may be required by us but
nod more frequently than annually after the initial teo-year period following the child's

altaining the limiting age. Any costs for providing continuing proof will be at our
expense.
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TOTAL DISABILITY describes the Insured's Dependent as:

1. Continuously incapable of self-sustaining employment because of mental retardation or physical
handicap; and

2 Chiefly dependent upon the Insured for support and maintenance.
DEPENDENT UNIT refers to all of the people who are insured as the dependents of any one Insured,

PROVIDER refers to any person who s licensed by the law of the state in which treatment is provided within the
seope of the license.

LATE ENTRANT refers to any person;

d.  whose Effective Date of insurance 1s more than 31 days from the date the person becomes eligible
for insurance; or

b. who has elected to become msured again after canceling a premium contribution agreement.

PLAN EFFECTIVE DATE refers to the date coverage under the policy becomes effective. The Plan Effective
Date for the Policyholder is shown on the policy cover, The effective date of coverage for an Insured is shown in
the Policyholder's records,

Allnsurance will begin at 12:01 AM. on the Effective Date. It will end after 11:39 P.M. on the Termination
Date, All times are stated as Standard Time of the residence of the Insured,

ILAN CHANGE EFFECTTVE DATE refers to the date that the policy provisions originally issued to the
Policyhalder chunge as requested by the Policvholder. The Plan Change Effective date tor the Policyholder will
be shown on the policy cover, if the Policvhaolder has requested a change. The plan change effective date for an
Insured is shown in the Policvholder's records or on the cover of the certificate.



CONDITIONS FOR INSURANCE COVERAGE
HLIGIBILITY

ELIGIBLE CLASS FOR MEMBERS, The members of the eligible class{es) are shown on the Schedule of
Benefits, Each member of the eligible class (referred 1o as "Member") will qualify for such insurance on the day
he or she completes the required eligibility period. if any. Members choosing to elect coverage will hereinafter be
referred to as “Insured.”™

[t employment is the basis for membership, 2 member of the Eligible Class for [nsurance is any full time active
emploves working at least 30 hours per week, [f membership is by reason other than employment, then 3 member
of the Eligible Clazs for Insurance 1s as defined by the Policvholder,

If 2 husband and wife are both Members and if either of them insures their dependent children, then the husband
or wife, whoever elects, will be considered the dependent of the other. As a dependent, the person will not be
considered a Member of the Eligible Class, but will be eligible for insurance as a dependent,

ELIGIBLE CLASS FOR DEPENDENT INSURANCE, Each Member of the eligible class{es) for dependent
coverage is eligible for the Dependent Insurance under the policy and will qualify. for this Dependent Insurance on
the latest of:

1. the day he or she qualifies for coverage as a Member;
2. the day he or she first becomes a Member; or

3. the day he or she first has a dependent. For dependent children, a newborn child will be
considered an eligible dependent upon reaching their 2™ birthday, The child may be added at
birth or within 21 days of the 2™ birthday.

A Member must be an Insured to alse msure his or her dependents.

[ employment is the basis for membership, a member of the Eligible Class for Dependent Insurance is any person
who is a foll ume active emplovee working at least 30 hours per week and has eligible dependents. [f
membership is by reason other than employment, then a member of the Eligible Class for Insurance is as defined
by the Palicyholder.

Any husband or wife who elects 1o be a dependent rather than a member of the Eligible Class for Personal
Insurance, as explamed above, is not a member of the Eligible Class for Dependent Insurance.

When a member of the Eligible Class for Dependent Insurance dies and, if at the date of death, has dependents
insured, the Policyhelder has the option of offering the dependents of the deceased employee continued coverage.
If elected by the Policvholder and the atfected dependents, the name of such deceased member will continue to be
listed us a member of the Eligible Class for Dependent [nsurance,

CONTRIBUTION REQUIREMENTS. Member Insurance: An Insured is required to contribute to the
payment of his or her insurance premiums,

Dependent Insurance: An Insured is required to contribute 1o the payment of insurance premiums for his or her
dependents,

SECTION 125, This poliey is provided as part of the Policyholder's Section 125 Plan. Each Member has the
option under the Section 125 Plan of participating or not participating in this policy,

If a Member does not elect to participate when initially eligible, the Member may elect to participate at the
Policyholder's next Election Period. This Election Period will he held each year and those who elect to participate
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in this pelicy at that time will have their insurance become effective an Octeber 1. A Member who elects w
participate during an Election Period who did not elect to participate when initially eligible will be a Late Entrant
and subject to Limitation Ne. 1 on 921% {There is NO "open enrollment” under this policy.)

hembers may change their election option only during an Election Period, except for a change in family status,
Such events would be marriage, divorce, birth of a child, death of a spouse or child, ar termination of employment
of a spouse.

ELIGIBILITY PERIOD. For Members on the Plan Effective Date of the policy, qualitication will occur after
an eligibility period defined by the Pelicyholder is satisfied. The same eligibility period will be applied to all
members.

For persons who become Members after the Plan Effective Date of the policy, qualification will occur after an
ehigihility period defined by the Policvholder is sausfied. The same eligibility period wall be applied to all
members,

If employment is the basis tor membership in the Eligible Class for Members, an Insured whose eligibility
terriinates and 15 established again, may or may not have fo complete a new eligibility period before he or she can
again qualify for msurance,

ELIMINATION PERIOD. Certam covered expenses may be subject to an elimination pericd, please refer to
the TABLE OF DENTAL PROCEDURES, DENTAL EXPENSE BENEFITS, and if applicable, the
ORTHODONTIC EXPENSE BENEFITS pages for details.

EFFECTIVE DATE. Each Member has the option of being insured and insuring his or her Dependents, To
elect coverage, he or she must agree in writing to contribute to the payment of the insurance premiums,  The
Effective Date for each Member and his or her Dependents, will be:

1. the date on which the Member qualifies tor insurance, if the Member agrees to contribute on or
before that date.

2. the date on which the Member agrees to contribute, if that date 15 within 31 days after the date he or
she qualifies for insurance.

3. the date we accept the Member andfor Dependent tor insurance when the Member and/or Dependent

15 a Late Entrant. The Member and/or Dependent will be subject to any limitation concerning Late
Entrants.

EXCEPTIONS. TFemployment is the basis for membership, a Member must be in active service on the date the
insuTance, or any increase in insurance, is to take effect. 17 not, the insurance will not take effect unul the day he
or she returns to active service. Active service refers to the performance in the customary manner by an employee
of all the regular duties of his or her employment with his or her einployer on a full time basis at one of the
employer's business establishments or at some location to which the employer's business requires the employee to
travel.

A Member will be in active service on any regular non-working day 17 he or she is not totally disabled on that day
and it he or she was in active service on the regular working day betfore that day.

If membership s by reason other than employent, a Member must not be totally disabled on the date the
msuTANCe, OF any increase i insurance, is to take effect. The msurance will not take effect untl the day after he
or she ceases to be totally disabled.



TERMINATION DATES

INSUREDS. The insurance for any Insured, will automatically termmnate on the end of the month falling on or
next following the earliest of;

1. the date the Insured ceases to be a Member,;

2. the last day of the peried for which the Insured has contributed, if required, to the payment of insurance
PrEmiams; or

3. the date the policy is terminated.

DEPENDENTS. The insurance for all of an Insured’s dependents will sutomatically terminate on the end of the
menth falling on or next following the earliest of:

1. the date on which the Insured's coverage terminates;
2. the date on which the Insured ceases to be a Member;
3. the last day of the period for which the Insured has contributed, if required, to the payment of insurance

premiums; or )
4. the date all Dependent Insurance under the policy is terminated.

The insurance for any Dependent will autormatically terminate on the end of the month falling on or next
following the day before the date on which the dependent no longer meets the definition of a dependent. See
"Definitions.”

NOTICE REQUIREMENTS. We will provide the Policyholder written notice of the termination of coverage.
Any employer who assumes part or all of the cost of providing coverage under this Policy shall give writlen
nolice to Insureds in the event of termination or upon the receipl of notice of termination of such Pohiey not later
than 15 days after receipt of the notice of termination from us.

If coverage 1s terminated as a result of non-payment of premium, the notice will mclude a specific date, not less
than 15 days from the date of such notice, by which coverage will terminate if overdue premium is not paid.
Coverage shall not be permitted to termimate Tor at least 15 days after such notice is mailed, Reimbursement will
be made for all valid claims for services incwred prior to the dale coverage 15 terminated.

CONTINUATION OF COVERAGE. If coverage ceases according to TERMINATION DATE, some or all of
the insurance coverages may be continued. Contact your plan administrator for details,

Termination of Eligibility Under the Policy
90-Day Continuation Provision
For Insureds and Dependents

1. Eligibility

Whenever any person's eligibility under the policy is terminaled and the person becomes
ineligible for continued participation in this plan for any reason except for when the insured
person is msurakle under other replacement group coverage or health care plan without waiting
periods or preexisting conditton limitations under the group policy or plan the benefits of this
plan shall be available at the same premium for the mdividual and the dependents covered by
the plan,

2 Benefits
This continuation applies to all benefits payable under this policy.
3. Continuation Period



The continuation period 15 up o ninety davs immediately following the date of the termination
of the person's eligibility, without evidence of insurability, subject to the following
requirements:

a.  The application for the extended coverage is made to the group policyholder and the

total premium for the ninety-day pertod 1s paid to the group policyholder prior to the
terminatiorn.

b, The premium for continuing the group coverage shall be at the insurer's current rate
applicable to the group policy; and

c.  Continuation shall only be available to an emplovee or member who has been
continuously insured under the group policy during the entire three months' period
immediately preceding termination ot eligibility.



DENTAL EXPENSE BENEFITS

We will determine dental expense benefits according to the tenms of the group policy for dental expenses incurred
by an Insured. An Insured person has the freedom of choice to receive treatment from any Provider,

DETERMINING BENEFITS, The benefits payvable will be determined by totaling all of the Covered Expenses
submitted into each benefit type as shown in the Table of Dental Procedures. This amount is reduced by the
Deductible, if any. The result is then multiplied by the Coinsurance Percenlage(s) shown in the Schedule of
Benefits, Benefits are subject to the Maximum Amount, if any, shown in the Schedule of Benefits.

BENEFIT PERIOD. Benelit Period refers to the period shown in the Table of Dental Procedures.

DEDUCTIBLE. The Deductible is shown on the Schedule of Benefits and is a specified amount of Covered
Expenses that must be incurred and paid by each [nsured person prior to any benefits being paid.

MAXIMUM AMOUNT, The Maximum Amount shown in the Schedule of Benefits 12 the maximum amaount
that may be paid for the Covered Expenses incurred by an Insured,

COVERED EXPENSES. Covered Expenses melude:

1. only those expenses for dental procedures performed by a Provider; and
2. only those expenses for dental procedures listed and outlined on the Table of Dental Procedures,

Covered Expenses are subject 1o "Limitations.” See Limitations and Table of Dental Procedures.
Benetits payable for Covered Expenses also will be limited to the lesser of:

1. the actual charge of the Provider.
20 the usual and customary ("U&C") as determined by us.

Usual and Customary (“U&C™) describes these dental charges that we have determuned to be the usual and
customary charge for a given dental procedure within a particular ZIF code area. The U&C is based upon a
combination of dental charge information taken from our own database as well as from data received from
nationally recognized industry databases. From the array of charges ranked by amount, vour Policyholder {in
most cases vour employer) has selected a percenule that will be used to determine the maximum U&C for vour
plan.  The U&C is reviewed and updated periodically, The U&C can differ from the actual fee charged by your
provider and is not indicative of the appropriateness of the provider's fee. Instead, the U&C is simply a plan
provision used to determine the extent of benefit coverage purchased by your Policyholder,

ALTERNATIVE PROCEDURES, 1f two or more procedures are considered adequate and appropriate
treatment 1o comrect a certain comdition under generally accepted standards of dental care, the amount of the
Coversd Expense will be equal to the charge for the least expensive procedure, This provision 1s NO'T intended to
dictate a course of treatment. Instead, this provision is designed to determine the amount of the plan allowance
for a submitted treatment when an adequate and appropriate alternative procedure is available. Accordingly, you
may choose to apply the alternate benefit amount determined under this provision toward payment of the
submilted treamment,

We may request pre-operative dental x-ray films, pertodontal charting and/er additional diagnostic data to
tetermine the plan allowance for the procedures submitted. We strongly encourage pre-trealment estimates so you
understand your benefits before any treatment begins. Ask your provider to submit a claim form for this purpase.

EXPENSES INCURRED, An expense is neurred at the time the impression is made for an apphiance or change
to an appliance. An expense is incurred at the time the tooth or teeth are prepared for a prosthetic crown,
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appliance, or fixed partial denture. For root canal therapy, an expense 18 inewrred at the tme the pulp chamber is
opened. All other expenses are incurred at the time the service 15 rendered or a supply fumished,

LIMITATIONS. Covered Expenses will not include and benefits will not be payable for expenses incurred:

-1

10,

Ll

in the first 12 months that a person is insured if the person is a Late Entrant; except for evaluations,
prophylaxis {cleanings), and fluoride application,

for initial placement of any prosthetic crown, appliance, or fixed partial denture unless such placement
is needed becanse of the extraction of one or maore teeth while the insured person is covered under this
contract. But the extraction of a third melar (wisdom tooth) will not qualify under the above. Any such

prosthetic erown, appliance, or fixed partial denture must include the replacement of the extracted tooth
or teeth.

for appliances, restorations, or procedures to:

€ alter vertical dirmension;
b restore or maintain occlusion; or
c. splint or replace tooth structure lost as a result of abrasion or attrition,

for any procedure begun after the insured person's msurance under this contract terminates; or for any
prosthetic dental appliances installed or delivered more than 90 duys after the Insured's insurance under
this conlract terminates.

1o replace lost or stolen appliances.
for any treament which 1s for cosmetic purposes.

for any procedure not shown in the Table of Dental Procedures. (There may be additional frequencies
and limitations that apply, please see the Table of Dental Procedures for details.}

for orthodontic treatment under this henefit provision. (If orthodontic expense benefits have been
included m this policy, please refer to the Schedule of Benefits and Orthodontic Expense Benefits
provision found on 9260},

for which the Insured person is entitled to benefits under any workmen’s compensation or similar law,
ar charges tor services or supplies received as a result of any dental condition caused or contributed to
by an injury or sickness arising out of or in the course of any employment for wage or profit.

for charges which the Insured person is not hable or which would not have been made had no insurance
been n force,

for services that are not required for necessary care and treatment or are not within the generally
accepted parameters of care.



TABLE OF DENTAL PROCEDURES

PLEASE READ THE FOLLOWING INFORMATION CAREFULLY FOR YOUR PROCEDURE

FREQUENCIES AND PROVISIONS,

The attached is a list of dental procedures for which benefits are payable under this section; and is based upon the
Current Dental Terminology © American Dental Association. No benefits are pavable for a procedure that is

not listed,

#  Your benefits are based on a Calendar Year, A Calendar Year runs from January 1 through December 31.

#  DBenefit Period means the period from January 1 ol any vear through December 31 of the same vear. But
during the first year a persen is insured, a benefit period means the period from his or her effective date
through December 31 of that year.

7 Covered Procedures are subject to all plan provisions, procedure and frequency limitations, andfor
consultant review.

» Reference to "traumatic injury” under this plan is defined as injury caused by external forees (ie. outside
the mouth) and specifically excludes injury caused by internal forces such as bruxism (grinding of teeth).

# Benefits for replacement prosthetic crown, appliance, or fixed partial denture will be based on the prior
placement date. Frequencies which reference Benefit Perod will be measured forward within the limits
defined as the Benelil Period. All other frequencies will he measured forward from the last covered date
of service.

P Heray films, periodontal charting and supporting diagnestic data may be requested for our review,

#  We recommend thal a pre-treatment estimate be submitted for all anticipated work that is considered to be
expensive by our insured,

® A pre-trealment estimare is not a pre-authorization or guarantee of payment or eligibility; rather it is an
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indication of the estimated benefits available if the deseribed procedures are performed.



TYPE 1 PROCEDURES
PAYMENT BASIS - Usual and Customary
BEMEFIT PERIOD - Calendar Year
For Additional Limitations - Sce Limitations

BEOUTINE ORAL EVALUATION
L0120 Periedic oral evaluation,
DOL0 Comprehensive oral evaluation - new or established patient.
DOTE0 Comprehensive periodontal evaluation - new or established patient.
COMPREHENSIVE EVALUATION: DO150. DG1ED
v Coverage is hmited o1 ol zach of these precedures per | provider,
. [r addiion, DN S0, DOTR0 coverage is limited to 2 ofany of these procedures per | benetin pericd.
. D00, ales contnbutsg sy o this limitation.
«  IF frequency met, will be considerad atan aliemaie bene ol o BO120 and count toward this frequency.
EOUTINE EVALUATION. THI20
+ Coverzge is limited 1o 2 of any of these procedures per 1 henefit peried.
- [DO150, DOTRD, also costibalads) (o this limitaton.

COMPLETE SERIES OR PANORAMIC FILM
DO210 Intraoral - complete series (including bitewings),
L0330 Panoramic film.
COMPLETE SERIES/PANORAMIC FILMS DO210, D230
+  Coverage is hmited | oof any of these procedures per 3 vear(s).

OTHER XRAYS
02200 Intraoral - periapical first filim.,
DOZ30  Intracral - periapical each additional film.
D0240  Intraoral - occlusal film.
DO230 Fxraoral - tivst film.

D0260 Extraoral - each additional film,
PERIAPICAL FILMS: D020, D230
+  The maximuom amount eonsidered for x-ray ilms taken na one day will be equivalent 1o an allowance of a DO2 18,

BITEWING FILMS
D027 Bitewing - single film.
D027z Bitewings - twa films.
D0274  Bitewings - four films.
DO2TY Vertical bitewings - 7 to & [lms.
RITEW MG FILMS: L0270, 272, 0274
= Coverage is limited fo 2 ol uny o these procedures per | benelit period.
- 0277, alse contribateds) e thie hmitation.
+  The masirwm amount considered for <-ray flms ken on one day will be equivalent 1o an allowance al 2 102 1.
WERTICAL BITEWIMNG FILM: D277
- Coverage i5 imited to 1 of any of these procedures per 3 year(s).
= The maumum ameunt conzgidered for x-ray Glms ke onone day will be eguvalent to an allowance of o DO2 10,

PROPHYLAXILS (CLEANING) AND FLUORIDE
D110 Prophylaxis - adult,
D120 Prophylaxis - child,
D201 Topical application of Nuoride (including prophylaxis) - child.
D1203  Topical application of fluonde (prophylaxis not imeluded) - child.
D204 Tepical application of fluoride (prophylaxiz not included) - adult.

D1205  Topical application of fluonde {(including prophylaxis) - adult,
FLUDRIDE: D120, D203, [0204, T 203
L] Cowverage 12 limeted 1o | of any of these procodures per | bene B period.
. Bene s are considered for persons age |5 and under.
. In addition, DI200, 1205 coverage is Hmited 1o 2 of any ol these provedures per 1 bencii p-cri_c.d
. L, DL20, 4910, alse contributeds) t this himitation,
-

The lrequency limitation will not ke exeeeded for sither Fluonde or Prophylaxis (cleaning).
PROPHYLAXIS: D110, D120



TYPE 1 PROCEDURES

e Coverage s limated 1 2 ol any ol these procedures por 1 benefit period.

. D200, DI205, D490, also contribute(s) Lo this limilatien,

= Anaduell prephylaxis qeleaning) is considered for individuals age 14 and over, A child prophylaxis (cleaning) is
considerad for individuals age 12 and under, Benefits for prophylasis (eleaning] are not available when performed on
the zame date as pericslomal procedures.

SPACE MAINTAINERS
D1510  Space maintainer - fixed - unilateral.
[31515  Space maintainer - fixed - bilateral.
1520 Space maintainer - removable - unilateral,
D1523  Space maintainer - removable - hilateral,

D1550  Re-cementation of space maintainer,
SPACE MADNTAINER: T2SI0, D515, [HS20, 1525

«  Coverage is limited 1w space maintenance for unerupted weetly, Tollowing estection of primany feeth, Allewances include
all adjuztments within & months of placement date

APPLIANCE THERAPY . .
DE210  Removable appliance therapy.
D8220  Fixed appliance therapy,
APPLIANCE TITERAMY: DE210, DE220
= Coverage s lemoted to the cotreerion of thumb-gucking.



TYPE 2 PROCEDURES
PAYMENT BASIS - Usual and Customary
BENEFIT PERIOD - Calendar Year
For Additional Limitations - See Limitations

LIMITED ORAL EVALUATION
D140 Limited oral evaluation - problem focused.
DOL70 Re-evaluation - limited, problem focused (eslablished patient; not post-operative visit),
LIMITED ORAL EVALUATION: DOLa0, THIT0

= Coverage is allowed for aceidental injury enly 1 not due o an accident, will be considered at an altemate benedid ol'a
L3020 and count tweards this frequency.

ORAL PATHOLOGY/LABORATORY

D472 Accession of tissue, pross examination, preparation and transmission of written report.

D473 Accession of tissue, gross and microscopic examination, preparalion and transmission
of written report. .

D047+ Accession of tissue, gross and microscopic examination, including assessment of
surgical marging for presence of disease, preparation and transmission of written
report,

ORAL PATHOLOGY LARORATORY: 0472, DO473, D474

. Coverage 18 limted 10 | of any of these procedures per 12 meanth{s).
* Coverage is linsted 1o | examination per bopay/cxcigion.

SEALANT
31351 Sealant - per woth.
SEALANT: 31351
" Coverage s limiled 1o | el any of these procedurgs per b vear(s)
] Benelits are considered for persons age |6 and under,
+ Benefits are considerel on permancnt rolars only.
v Coverage is allowed on the ooclusal surface cnly.

AMALGAM RESTORATIONS (FILLINGS)
D2140  Amalgam - one surface, primary or permanent.
D2150  Amalgam - two surfaces, primary or permanent.
02160 Amalgam - three surtaces, primary or permaneut.

2161 Amalgam - four or more surfaces, primary or penmanent.
AMALGAM RESTORATIONS: D140, D250, 21460, 12161

o Coverage is limiled o | ol any ol these procedures per & monthiz].
«  DI3I0, 02331, 02332, 2335, D235, NEI02, D203, 02304, 19911, alsa comribaieds) we this imitation.

RESIN RESTORATIONS (FILLINGS)
D2330  Resm-based composite - one surface, anterior,
D2331  Resm-based composite - two surfaces, anterior.
D2332  Resin-based composite - three surfaces, anterior,
12335 Resin-based composite - four or more surfaces or involving incisal angle (anterior).
02381 Resin-based composite - one surface, posterior,
2392 Resm-basced composite - twao surfaces, posterior,
2393  Resin-based composite - threes surfaces, posterior.
02344 Resm-based composite - four or more surfaces, postenor,
D2410 Gold fuil - one surface.
02420 Gold foil - two surtaces.
2430 Gold foil - three surfaces,
COMPOSITE RESTORATIONS: D2330, D231, 2257, X3S, (12351, D232, D2303, D234
«  Ooverage s lmited 1o | of any of these procedures per O menthiz).
(2120, D250, DE1A0, D216, D91, also contributels) 1o this limitation.

-
¢ Porcelain and sesin benefig are considersd Gor anterior and bicuspid teeth only.
L]

Coverage is limited 10 necessary placement resuliing from decay or replacement due 1o existing unserviceable
restanlians.
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CGOLD FOIL RESTORATIONG: Dr2410, D240, D2430

Gold feils are considered atan alernate bene Bt of an amalgamscomposite restoralion.

STAINLESS STEEL CROWN (PREFABRICATED CROWN)

D23%0
D2930
2931
12932
2933
2934

Resin-based composite crown, anteror,

Prefabricated stainless steel crown - primary tooth,

Prefabricated stainless steel crown - permanent tooth.
Trefabricated resin crown.

Prefabricated stainless steel crown with resin window.
Prefabricated esthatic coated stainless steel erown - primary tooth.

STAIMLESS STEEL CROWSN: TR, DE930, D243, D203, 32933, D204

Heplacement iz limited to 1 of any of these procedueres per 12 monthis).
Prrcclain and resin bene s are considered for anterior and Bicwspid testh enly,

RECEMENT

2910

Recement inlay, onlay, or partial coverage restoration.

[2915  Recement cast or prefabricated post and core.
2820 Recement crown.
D30 Recement fixed partial denture,
SEDATIVE FILLING
D294 Sedative filling.

ENDODONTICS MISCELLANEOUS

DA220

D32zl
D3230

D3240

D3333
D3351

D35s2
D3353
03430

[33450
33920

Therapeutic pulpotomy {excluding final restoration) - removal of pulp coronal to the
dentinocemental junction and applicalion of medicament.

Pulpal debridement, primary and permanent teeth,

Pulpal therapy {resorbable filling} - anterior, primary tooth {excluding final
restoration’.

Pulpal therapy (resorbable filling) - posterior, primary footh {excluding final
restoration),

Internal root repair of perforation defects.

Apexification/recaleification - initial visit (apical closure/caleific repair of
perforalions, root resorption, ele.)

Apexication/recaleification - imterim medication replacement {apical closure/caleiie
repair of perforations, root resorplion, etc,).

Apexificationfrecaleification - final visit (includes completed root canal therapy -
apical closuredcaleific repair of perforations, root resorption, etc.).

Retrograde filling - per root.

Fooot amputation - per root,

Hemisection (including any root removal), not including root canal therapy,

EHDODONTICS MISCELLANEOUS: D333, D340, D34S0, D020

*

Procedure 03333 18 hmited o permanent teeth only.

MULPOTOMYPULPAL DERRIDEMENT/PULEAL THERAPY: D320, DAZ21, 3230, DI240

-

Procedure D3 220045 Vmited w primary teeth.

ENDODONTIC THERAPY (ROOT CANALS)

D3310
D3320

3330
D3332
D3346
D3347
D3348

Anterior (excluding final restoration),

Bieuspid {exclhuding final restoration’.

Molar {excluding final restoration),

Incomplete endodonue therapy; inoperable, unrestorable or fractured tooth,
Retreatment of previous roat canal therapy - anterior,

Retreatment of previous root canal therapy - bicuspid,

Retreatment of previous rool canal therapy - molar.

ROOT CaWaLs: 33100, DIF20, 03330, D332

Berebits are considered on permiment lecth only



-
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Allowanees include intrasperative films and cultuses Bur exe lde Rl resteration.

EETEEATMENT OF ROOT CAMAL: 33340, D3347, D348

Coverage is limited 1 | of any of these procedures per 17 moniliz).
A3, DEAR0, D3350, also contribuzeis) to this limitation.
Genefiz are considered on permanent teeth only.

Coverage iz limited to service dares more than 12 moenths after root canal therapy. Allowances include iniroperitive
(ibms amad cultures but exclude final restoration.

SURGICAL ENDODONTICS

03410
D3421
D3425
D3426

Apicoectomy/periradicular surgery - anterior.
Apicoectomy/periradicular surgery - bicuspid (irst root),
Apicoectomy/periradicular surgery - maolar (first root).
Apicoectomy/penradicular surgery (each additional root).

SURGICAL PERIODONTICS

4210
4217
D240
Dz
D260
D261
2463
D264
4265
4270
4271
04273
4274

Da27s
D476

Gingivectomy or gingrvoplasty - four or more contiguous teeth or bounded teeth
spaces per quadrant,

Gingivectomy or gmgivoplasty - one to three contiguous teeth or bounded teeth spaces
per quadrant.

Gingival flap procedure, including root planing - four or more contiguous teeth or
bounded teeth spaces per quadrant,

Gingival flap procedure, including root planing - one to three contiguous teeth or
bounded teeth spaces per quadrant.

Osseous surgery (including flap entry and closure} - four or more contiguous teeth or
bounded teeth spaces per quadrant,

Osseous surgery (including flap entry and closure) - one to three contiguous teeth or
bounded teeth spaces per quadrant.

Bone replacement gratt - first site in quadrant,

Bone replacement graft - each additional site in quadrant.

Biclogic materials to aid in soft and osseous tissue regeneration.

Pedicle soft tissue graft procedure.

Free soft tissne graft procedure (including donor site surgery).

Subepithelial connective tssue graft procedures, per tooth,

Distal or proximal wedge procedure (when not performed m conjunction with surgical
procedures in the same anatomical area).

Sofll tssue allograft.

Combined connective tigsue and double pedicle graft, per tooth,

BONE GRAFTE: D263, DE264, 04205

-

LIMNGIVE

Lach quadrant is lindted 1o | ol each of these procedures per 3 vear(s),
Coverage is limited w reatment of perndoneal disease.

CTOMY: Dd2i0. 04211
Fach gquadrant i limited o | of cach of these procedures per 3 yearis).
Coverage iz hmited to treatment of perandontal disease.

QESEOUL SURGERY: D240, DaZ4], D4260, D424

Fach quadrant 1s hmited 1o 1 of cach of these procedures per 3 yvear(s).
Coverage is limited to treatment of periodontal discass

TISSUE GEAFTS: DHET0, DE27], D42735, 14275, 4270

Each guadrant i imited to 2 of any of these procedunes per 3 year(s).
Coverage is limited to treatment of periodental disease,

NON-5URGICAL PERIODONTICS

34341
D4342
Dd381

Periodental scaling and root planing - four or more {eeth per quadrant.
Periodontal scaling and root planing - one 1o three teeth, per quadrant.
Localized delivery of antimicrokial agents via a controlled release vehicle mto
diseased crevicular tissue, per tooth, by report.

CHEMOTHERAPEUTIC AGENTS: TH3E

Essch quadrant is limited to 2 of any of these procedures por 2 year{sh
A sealing and reot planing or periadental maintenanee proccdure most be performed in this quadeant within 2 pears
priot to the date of service for this procedure.
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PERIODOMNTAL SCALING & ROOT FLAMNING: D433, D342
. Each quadrant is limited e | of each of these procedures per 2 vear{s).

FULL MOUTH DEBRIDEMENT

D4355  Full mouth debridement to enable comprehensive evaluation and diagnosis.
FULL MOUTH DEBRIDEMENT: D4355
= Coverage iz imited to ol any of these procedunes per § year(s).

PERIODONTAL MAINTENANCE

D910 Periodontal maintenance.
PERIOLONTAL MAINTEMANCE: D490
= Coverage is imited to 2 of any of these procedunss pes | benel period
s DITLOII020, 1207, D203, also contributels) 1o this limination,
«  Coverage is contingent upon evidence of full mewh active perisdontal therapy. Benelils are not available if performed
o the sanuwe dane as any other penodontal provedure.

DENTURE REPAIR _
D5510  Repair broken complete denlure base,
D5520  Replace missing or broken teeth - complete denture (each tooth).
L5610 Repair resin denture base.
5620 Repair cast framevork.
[E630 Repair or replace broken clasp.
3640 Replace broken testh - per tooth.

DENTURE RELINES
D5730 Relne complete maxillary denture (chairside).
D5731  Rehine complete mandibular denture {chairside).
D5740  Reline maxillary partal denture {chairside).
D5741  Rehne mandibular partial denture {chairside).
D5750  Rehine complete maxillary denture {laboratory).
3751 Rehne complete mandibular denture (laboratory).
D37e0  Rehne maxillary partial denture (laboratory ).

D5761  Relme mundibular partial denture {laboratory).
DENTURE RELIME: DETX, DETAL, D740, DET4], DATS0, DE751, DET60, AT
= Covensge is limited oservice dales more than b months afier placement date.

NON-SURGICAL EXTRACTIONS
D711 Extraction, coronal remnants - deciduous tooth.
D740 Extraction, erupted tooth or exposed root (elevation and/or forceps removal).

SURGICAL EXTRACTIONS

D210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and
removal of bone andfor section of tooth,

7220 Removal of impacted tooth - sofl issue.

D723 Removal of impacted tooth - partially bony.

D7240  Removal of impacted tooth - completely bony.

D7241  Eemoval of impacted tooth - completely bony, with unusual surgical complications.

D7250  Surgical removal of residual teoth roots {cutting procedure).

OTHER ORAL SURGERY
07260 Oroantral fistula closure.
7261  Primary closure of a sinus perforation.
7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth.
07272 Tooth transplantation (includes reimplantation from one site 1o another and splinting
andfor stabilization).
D7280  Surgical access of an unerupted tooth,



7282
7243
7310
7311

7320
7321

D740
D7350

D7410
D7411
7412

D741%

07414
7415
7440
7441
D740
07451
D744l
D746l

7465
D7471
7472
37473
D7485
7450
7510
73210
[y7530
D540
7350
7360
D7ato
D7911
D792
D960
D7963
D7eT0
D7eT2
D7as0l
D7983
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Mobilization of erupted or malpositioned tooth 1o aid eruption.

Placement of device to facilitate eruption of impacted tooth.

Alveoloplasty m conjunction with extractions - per quadrant,

Alveoplasty in conjunction with extractions - one to three teeth or tooth spaces, per
guadrant.

Alveoleplasty not in comjunction with extractions - per quadrant.

Alveoplasty not in conjunction with extractions - one to three teeth or tooth spaces, per
quadrant.

Veshibuloplasty - ridee extension (secondary epithelialization).

Westibuloplasty - ridge extension (including soft tissue grafis, muscle reattaclhment,
revision of soft tissue attachment and management of hypertrophied and hyperplastic
rissue),

Excision of benign lesion up to 1.25 cm.,

Excizsion of benign lesion greater than 1.25 em,

Excision of bemign lesion, complicated.

Excision of malignant lesion up to 1.25 cm.

Excision of mahignant lesion greater than 1.25 cm.

Excision of malignant lesion, complicated,

Excision of malignant lumaor - lesion diameter up to 1.23 cm.,

Excision of malignant tumer - lesion diameter greater than 1,25 cm.

Removal of benign odontogenic eyst or tumoer - lesion diameter up to 1.25 em.
Removal of benign odontogenic cyst or tumor - lesion diameter preater than 1.25 cm.
Removal of benign nonodontogenie eyst or tumar - lesion diameter up to 1.25 cm.
Removal of benign nonedontogenic cyst or tumor - lesion diameter greater than 1.25
CIIL.

Destruction of lesion{s) by physical or chemical method, by repart.

Removal of lateral exostosis (maxilla or mandible),

Femoval of torus palatinus.

Removal of torus mandibularis,

Surgical redoction of psseous tuberosity,

Radical resectnon of maxilla or mandible.

Incision and dramage of abscess - intracral soft tissue.

Incision and dramage of abscess - extraoral soll tissue,

Removal of foreign body from mucosa, skin, or subcutaneous alveolar tissue.
Removal of reaction producing foreign bodies, musculoskeletal system.

Partial ostectomy/sequesirectomy for removal of non-vital bone.

Maxillary sinusotomy for remaoval of tooth fragment or foreign body.

Suture of recent small wounds up lo 3 em.

Complicated suture - up to 5 cm,

Complicated suture - greater than 5 cm.

Frenuleetomy (frenectomy or frenotomy) - separate procedure.

Fremuloplasty,

Excision of hyperplastic tissue - per arch,

Surgical reduction of fibrous tuberosily.

Sialolithotomy,

Closure of salivary fistula.

REMONAL OF BONE TISSUE: D471, IFETL, 00475

* Coverngs is limited 1o 5 of any of these procedures per 1 lifetime.

BIGPSY OF ORAL TISSUE

D185
DT7286G
D7287
7288

Biopsy of oral tissue - hard (hone, tooth).
Biopsy of oral tissue - soft.

Exfoliative cytological sample collection,

Brush biopsy - transepithelial sample collection.
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PALLIATIVE

D9110  Palliative (emergency) treatment of dental pain - minor procedure.
PALLIATIVE TREATMENT- L4110
s Mot covered in conjunction with other procedures, excepl Jiagrostic x-ray Glms.

ANESTHESIA-GENERALTY
(39220 Deep sedation/general anesthesia - first 30 minutes.
DY221  Deep sedation/general ancsthesia - each additional 15 munutes,
09241 Intravenous conscious sedation/analgesia - first 30 minutes.
9242 Intravenous conscious sedation/analgesia - each additional 15 minutes,
GEMERAL ANESTIESIA: D9320, D521, DI241, D262

+  Coverage is only available with a cutting procedure. Werification of the dentist's ancsthesia permit wud & eopy of the
anesthesia reper s required. A maxirmum of two additional units (9221 or D242 will be considered.

PROFESSIONAL CONSULT/VISIT/SERVICES
D9310.  Consultation {diagnostic service provided by dentist or physician other than
practitioner providing treatment ).
9430 Office visit for observation {during regularly scheduled hours) - no other services
performed.
9440 Office visil - after regularly scheduled hours.
9930 Trestment of complications (post-surgicaly - unusual circumstances, by report,
CONSULTATICN: DI3 i
«  Coverage is limited 1o 1 of any of these procedores per | provider
OFFICE VISIT: [9430, DI440

v Provedure D94300s allowed for accidental injury enly. Proceduore TR0 will be sllowest on the basis of services
rendered or visit, whichever is greater.

OCCLUSAL ADJUSTMENT
D9951  Occlusal adjustment - lrmuted,

D952 Occlusal adjustment - complete.
OUCLISAL ADJUSTMENT: DROSE, 09352
= Coverage is considered anly when perlormed in conjunction with periodonial procedures for the trentment of
peticdontal disensy

MISCELLANEOLS
22951 Pin retention - per tooth, in addition to restoration,
D9911  Application of desensitizing resin for cervical and/or root surfaces, per tooth,
DESENSITIZATION: D0
o Coverage is limited to | of any of these progedures per & monthi{s}.
" D2 1di, OIS0, D2 160, 22161, 02330, D235 1, D332, D335, 02391, D292, I3 2554 alse contriburc(a) 1o
this limitation.
»  Porcelain and resin benefits are congidersd for anterior and bicuspid reeth only,
*  Cowerage 1 limited to necessary placement resulting fromn degiy o replacernent due Lo existing unscrviceable
restorations,
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PAYMENT BASIS - Usual and Customary
BENEFIT PERIOD - Calendar Year
For Additional Limitations - See Limitations

INLAY RESTORATIONS

2510
32520
2530
2610
D2620
D2a30
D2a50
D651
D652

Inlay - metallic - one surface,

Inlay - metallic - two surfaces.

Inlay - metallic - three or more surlaces.

Inlay - porcelain/ceramic - one surface.

Inlay - porcelain/ceramic - two surfaces,

Inlay - poreelain/ceramic - three or maore surfaces.
Inlay - resin-based composite - one surface,

[nlay - resin-hased composite - teo surfaces.

Inlay - resin-based composite - three or more surfaces,

INLAY: D510, 2520, Q2530 D2610, D2ER0, 2630, D2650, D265, D652

L)

Inlays will be considered wt an ullermle henefil of an amalgamdcomposite restoranion and enly when resulting from
caries (looth decay) or traumanic injury.

ONLAY RESTORATIONS

32542
2543
D2544
D242
2643
[2644
D662
D2663
D2664

ORLAY:

-

- & & &

Onlay - metallic - two surfaces.

Onlay - metallic - three surfaces,

Onlay - metallic - four or more surfaces,

Onlay - porcelainfceramic - two surfaces,

Onlay - poreelain/ceramic - three surfaces.

Onlay - porcelaindceramic - four or more surfaces,
Onlay - resin-based composite - two surfaces.
Onlay - resin-based composite - three surfaces.

Omlay - resin-based composite - four or more surfaces.

2547 L2543, D254, 12042, D643, D644, DZGHT, D2665, (2466
Replacement is limited to 1 ol any of these procedures per 5 vear(s).
L2500, D230, 2530, 02610, DAe20, D630, D650, D265 1, D05, DZTI0, D2T12, D720, LETLL, 2722,
[22740, 2350, 132731, 2732, 2780, D2TR], L2752, D753, DA, DETY, D2792, 132794, Das00, Dol
DEE0T, DeG03, De0d, Diald, DaGnG, D607, Docid, Doedd, DaGI0, De61 1, Dod 12, D13, D40 14, Dasls,
Dran24, Dadd4, DET10, De7240, DoTE, DGT22, D6740, Dev 50, DaTE1, DETI2, Dnsd, DaTsl, DETRL, TaTii,
D750, Da7 ], DTS2, DETI, also contribute(s) 1o this Hmitation,
Frequency is waived for pecidental injury,
Parcelain and resin benefis are considered For amerion and Bouspid weth only.
Coverage is limilsd 1o necessary placement resulting frem carics (looth decay) or Iraumatic injury.
Renefits will not be considered if procedure 12350, D290, D293, 2052, D933 or D934 has been performe:d
within 12 moaihs.

CROWNS SINGLE RESTORATIONS

L2710
D712
D270
D272l
02722
2740
2750
D2751
D2752
D27R0
27E]
(2782
D283
D2790

Crown - resin-based composite {indirget).
Crown - 3/4 resin-based composite {indirect).
Crown - resin with high noble metal,

Crown - resin with predominantly base metal.
Crown - resin with noble metal.

Crown - porcelain/ceramic substrate,

Crown - poreelain fused to high noble metal,
Crown - porcelain fused to predominantly base metal.
Crown - porcelain fused to neble metal,
Crown - 3/4 cast high noble metal.

Crown - 34 cast predominantly base metal.
Crown - 3/4 cast noble metal.

Crown - 34 porcelain/ceramie,

Crown - full cast high noble metal,
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2791 Crown - full cast predominantly base metal,
02792 Crown - full cast noble metal,

02794 Crown - titamum.
CROVT: DETIO, D712, D720, D232z, D2740, D2750, DTS, 02722, 02780, BI781 D2TEZ, D2THI, DT, DATe], D279, 02T
. Replacement 1= imited to 1 ol any of these procedures per & vearis),
L D28 10, D2E20, (2530, 2542, 2543, 1254, DRG0, D640, D260, DEedl 2643, D2644, DRGS0, 2651,
Dzes2, D662, 2663, D266, DOang, Dhaac], Dbad?, Deeld, Deold, Dna0s . Doéle, DG60T, DEGOE, Doads,
(et 0, D66 1L, 012, Ts 3, Dedld, Dbl 5, D624, 6634, D6T10, Da720, DOT]L De722, Dov40, Da7a0,
(36751, DGTE2, DGTRD, [67TEL, DOTER, DaT83, D790, D679 1, DaTH2, DOT94, also contribute(s) o this limitation.
Frequency is waived for secidental imjury.
Porcelain and resin benelils are consdersd Tor anterior amd bicuspid reeth only,
Proceduras that contain litaniem or high nable metal will e considered ot the comesponding noble meal allewance,
Coverage 15 limuted to necessary placement resulting from canes (tooth decay) or traumalic injury
Benelis will not be considered i provediee 2300, DAU30, Y31, D2U32, D233 or D2934 has been parformed
within 12 menths.

CORE BUILD-UP
22950 Core buildup, including any pins.
Da97%  Core build up for retainer, including any pis,

POST AND CORE
02952 Cast post and core in addition to crown,
D2954  Prefabricated post and core in addition to crown.

FIXED CROWN AND PARTIAL DENTURE REFAIR
02930 Crown repair, by repart,
L6930 Fixed partial denture repair, by report.

CROWN LENGTHENING
34245  Clinical crown lengthening - hard tissue,

PROSTHODONTICS - FIXED/REMOVABLE (DENTURES)

L3110 Complete denture - maxillary.

D3120  Complete denture - mandibular,

25130 Immediate denture - maxillary.

D3140  Tmmediate denture - mandibular.

D5211  Maxillary partial denture - resin base (including any conventional clasps, rests and
teeth).

D5212 Mandibular partial denture - resin base {ineluding any conventional clasps, rests and
teeth).

D3213  Maxillary partial denture - cast metal framework with resin denture bases (including
any conventional clasps, rests and teeth),

5214 Mandibular partial denture - cast metal framework with resin denture bases (including
any conventional clasps, rests and teeth),

15225  Maxillary partial denture - flexible base (includimg any clasps, rests and teeth).

[4226  Mandibular partial denture - flexible base {including any clasps, rests and teeth).

5281  Removable unilateral partial denture - one piece cast metal (including clasps and
teeth)),

D367 Replace all teeth and acrylic on cast metal framewark {maxillary).

05671 Replace all teeth and acrylic on cast metal framework (mandibular).

D5EM Interim complete denture {maxillary).

D581 Interim complete denturs {manditalar).

35820 Interim partial denture {maxillary).

(35821 Interim partial denture {mandibular).

D3Ba0  Owerdenture - complete, by report.

5861 Owverdenture - partial, by report.
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Da0s3  Implantabuiment supported removable denture for completely edentulous arch.
D6054  Implant’abutment supported removable denture for partially edentulous arch.
De07TE  Implant/abutment supported fixed denture for completely edentulous arch.

DE07Y  Implant/abutment supported fixed denture for partially edentulous arch,
COMPLETE DENTURLE: D310, 151200 DS 1306, D140, D60, D053, el
. Replacement is limited 1o 1 of any ol these procedures per § vear{s).
s Frequency iz waived lor accidental injury.
. Allowances include adjustments within & months after placement dale. Procedures DER60, D5053, and DOOTE are
vonsicered al 2o allermate bene Gt of o LS | VTS 1240
PARTIAL DENTURE: D211, 212, 05215, 5214, 3225, D226, D281, Da6T0, DE&T1, Dadal, Didss, Dadrs
+  Replacement is hmited 1o | of any ol thezse procedures per 3 vear(s),
- Fragquency 15 watved for accidental imjury.
- Allowances include adjustments within & months ot placement date. Procedures D58G1, 6054, and DaGo7o are
ennsulered at an allermate benefin ol 2 RS2V DS2L4

DENTURE ADJUSTMENTS
D5410  Adjust complete denture - maxillary,
D5411  Adjust complete denture - mandibular.
05421 Adjust partial denture - maxillary,

05422 Adjust partial denture - mandibular.
DENTURE ADJUSTMENT: DAl DS4L1, 5421, 15422
¢ Coverage is limited 10 daves of serviee more than 6 months afer placerment dace.

ADD TOOTHACLASP TO EXISTING PARTIAL
D5650  Add tooth to existing partial denture.
D3o60 Add clasp to existing partial denture,

DENTURE REBASES
D3710  Rebase complete maxillury denture,
5711 Rebase complete mandibular denture,
57200 Rebase maxillary partial denture.
125721 Rebase mandibular partial denture,

TISSUE CONDITIONING
D550 Tissue conditioning, muxillury,
5851 Tissue conditioning, mandibular.

PROSTHODRONTICS - FIXED

DE05E  Abutment supported porcelaindceramic crown.

DA059  Abutment supported porcelain fused to metal crown (high noble metal).

D060 Abutment supported porcelain fused to metal crown (predominantly base metal).

Da06l  Abutment supported porcelain fused to metal crown {noble metal),

D062 Abutment supported cast metal crown (high noble metal).

DEOG3 Abutment supported cast metal crown (predominantly hase metal).

Deo6d  Abumment supported cast metal crown (noble metal).

Do065  lmplant supported porcelain/eeramic crown,

DE06E  Implant supparted porcelain fused to metal crown (Utamum, Glamum alloy, high noble
metal),

DEDGT  Implant supported metal crown (titanium, titanium alloy, high noble metal),

Do06s  Abumment supported retainer for porcelain/ceramic FPD.

DE06GY  Abutment supported retainer for porcelain fused to metal FPD {high noble metal).

DEOTG Abutment supported retainer for porcelain fused to metal FPD (predommmantly base
metal}.

Da0TL Abutment supported retainer for porcelain fused to metal FPD {noble metal).

Déa072  Abumment supported retainer for cast metal FPD (high noble metal).

Da73  Abutment supporied retainer for cast metal FPD (predominantly base metal),



TYPE 3 PROCEDURES

Da074  Abutment supported retainer for cast metal FPD (noble metal).

D&O75  Implant supported retainer for ceramic FPD.

D60T6  Implant supported retainer for porcelain fused to metal FPD {titanium, titanium alloy,
or high noble metal).

DaOTT  Tmplant supported retainer for cast metal FPD (titanium, titanium alloy or high noble
metal).

Da0%4  Abutment supported crown - (titanium).

Do1%4  Abutment supported retamer crown tfor FPD - (titanium),

D6205  Pontic - indirect resin based compasite,

D6210  Pontic - cast high noble metal,

D6Z11 Pontic - cast predominantly base metal.

6212 Tontic - cast noble metal.

136214 Pontic - titanium.

6240 Pontic - porcelain fused to hugh noble metal,

D6241 - Pontic - porcelain fused to predominantly base metal.

DE242 Pontic - porcelain fused to noble metal.

6245 Pontic - porcelain/ceramic.

D6250  Pontic - resin with high noble metal,

DaZ5l Pontic - resin with predominantly base metal.

252 Pontic - resin with noble metal,

Do545  Retainer - cast metal for resin bonded fixed prosthesis.

D6548  Retainer - porcelaindceramic for resin bonded fixed prosthesis.

Da600  Inlay - porcelainfceramic, two surfaces,

G601 Inlay - porcelainfceramie, three or more surfaces.

Da60Z  Tnlay - cast high noble metal, two surfaces,

D6E603  Inlay - cast high noble metal, three or more surfaces.

Daold  Inlay - cast predominantly base metal, tao surfaces.

Do60S  Inlay - cast predominantly base metal, three or more surfaces,

D606 Inlay - cast noble metal, two surfaces.

D6607  Inlay - cast noble metal, three or more surlaces,

D6E6OS  Onlay - porcelain/ceramic, two surfaces,

DH602  Onlay - percelainfceramic, three or more surfaces,

D6610 Onlay - cast high noble metal, two surfaces.

Do6ll Onlay - cast lngh noble metal, three or more surlaces.

6612 Onlay - cast predominantly hase metal, two surfaces.

06613 Onlay - cast predominantly base metal, three or more surfaces,

D614 Onlay - cast noble metal, two surfaces.

D6615  Onlay - cast noble metal, three or more surfaces.

624 Inlay - titanium.

634 Onlay - titanium.

D6710 Crown - indirect resin based composite,

D67200 Crown - resin with high noble metal.

6721 Crown - resin with predominantly base metal.

D6722 Crown - resin with noble metal.

D674 Crown - porcelain/ceramc.

D6730 Crown - porcelain fused to high noble metal.

D6751 Crown - porcelain fused to predominantly base metal.

D6732  Crown - porcelain fused to noble metal.

Do780  Crown - 344 cast high neble metal.

D678L Crown - 3/4 cast predominantly base metal,

D782 Crown - 3/4 cast noble metal.

D6TEY  Crown - 3/4 porcelain/ceramie,

L6790 Crown - full cast high noble metal,



TYPE 3 PROCEDURES

Da791  Crown - full cast predominantly base metal.
D6E792  Crown - full cast noble metal.
DET4 Crown - titaniam.

DED40 Stress breaker.
FIXED PARTIAL CROWMN: DT, DET720, [NGT21, D722, D6740, TS0, DeT31, DTS2, DT80, DATE], DGTRY, DOTEL, DT, DNT91, DETHE,
[ 704
= Replacoment iz Jimited o 1 ol any of these procodures per § year(s).
- DESID, D230, D2530, 2542, D253, D254, DAA 10, 2620, D263, D264Z, D264, D264, K650, 2651,
T¥65Z, DRe62, D2663, D2664, D2TI0, 02712, D270, BIT21, DETRL, D240, D25, D275, 02753, D2TE0,
DR, DZTRE, D2TES, D279, DRI, D702, D279, Daii0d, Daed ], DGR, Dbl Dabha, DEG0S, Doalih,
D 6ir7, Dot Doe0%, D60 19, Da L1, 6612, DEGT3, Doald, Dagl s, Doald, 06434, alse contribule]s) o this
limitation,
Frequency 15 waived for accidental injury
Poreelain and resin benelits wre congidered for anterior and Bicuspil weeth only.
Procedures thar contain ianiom o kigh noble meal will be considered at the eorresponding noble metal allewance,
Benefits will not be considered i procedsre 2290, D205, Y3, D932, D295 or D2934 has been perfommed
within 12 momnths.
FIX ED‘ PARTIAL NLAY: Dot Dad0 ], Des02, [Hand, THbadd, Doalks, Dod06, Desd?, Do 24
Heplacement is limitesd 1o | of any of these procedures per 5 vearis).
.. DR2E 10, D520, 2530, D542, 2543, D2544, D610, 2620, TG0, D2642, TR043, DEedd, 2630, DEGS 1,
D264, D2a6E, D2a63, D266, TV D271, DTG, DT, BIT2Z, D740 D270, DTS, D752, 2780,
2781, DE78E, [2TEE, D270, DIV, 279Z, D274, DG60E, Dea0d, Das o, DE6T], DAG1E, 6613, THa 14,
D] 5, D634, TaTI0, D720, G721, DaTRE, DEFI0, DGFS0, DTS T, DTS2, DETED, DT, DOTR2, DeiEl,
6700, DGTI], DATH2, 6794, also centribute(sy 1o this limitation.
. Freguency 15 waived Tor accidental mjury.
. Parcelain and resin benefits are considered for anterior und bicuapid 1eeth only.
. Procedures that ontain titanium or high noble metal will be congiderad at the comesponding neble metal al lowange,
FIXELD PARTIAL CHLAY: DOEDE, Do, Dad 10, Dasl 1. Da6l2, Tal 2, Doald, D615, Daoid
* Replacement i3 limited 1o [ of any of these procedures pee 5 year{s)h.
«  DESI0, D250, DA, D242, D234, DIS44, D610, 262N, D260, D264, D264, D26ds, D260, D263,
2652, DROGZ, 2663, D264, DEYI0, D2TIE, D272, D2721, DITZ, D2TL0, D270, 2Th, 02732, DITRO,
DATAL, TEVEE, 2TE3, D790, LIV, D2TRL, D279, D60l D6OO L, DG-@U"‘. 603, nhhm_ G603, Do0G,
THAGIFT, DidZa, 0T L0, Dae720, DE72 1, DaT22, DaT40, DETA0, DTS, DET52, DEFE0, aTE], DE782, DeTEl,
[HE700, D79 ], THATO2, DA, alsn contributeds) to this limataticn.
Freguency is waived For accidental fnjusy.
Porcelam and resin benefis are considered Tor anterior and bicuspid teeth nnly,
Procedunes that contain danium or high noble metal will be considered at the comesponding noble metal allowanee.
= Benefite will not be considered i procedure 2390, D050, 02931, 2933, 125933 or 2934 has been perfomed
within 12 manths.
FIXED PARTIAL PONTIC: DSX0S, L6210, DAZTT, DE212, T2 14, D240, 6241, DE242, DG245, T2, DE251, D25l
= Replacement is limited 10 1 of any of these procedures per 5 year(s).
- D210, DE2LE, DAXIE, 5214, DE225, 3220, DALE], DO05E, DA0SD, Dadol, DE001, Tier L6063, G064,
D0is, Doalon, DE06T, D068, Da0ah, Do070, DedT 1, D072, Ta0TE, Dal7d, DAY, o076, Rad7T, Dald,
Da 194, also contributels) 1o this limitation,
. Frequency s waived Tor sceidental injury,
«  Porcelain and resin benefits are considered For anerior and bicuspid teeth only.
¢ Procedures that contain titanium or high noble metal will be considersd ar the eomespanding nuble metal allowance,
IMPLANT SUPPORTED CROWN: DO0EE, DH0SH, Dane, Dadi ], De062, D606, Dadid, Dea0s, Db, D6067, Dol
. Replacement s limited to 1 of any ol these procedures per 5 yeai(s)
= D210, THE202, DA213, D324, D225, 5226, DA2ZEL, D%, DE20E, Da2 10, T2, D212, D62 14, Dazad,
Dska ], De2a2, TA243, 6250, DO251, 6252, also contribuleds) o this Nimitalion.
. Freguency is waived for seoidental injury,
= Porcelain and sesin benefits are considered lor amerier and beuspid teeth only,
Procedures that contain ttanive ot high noble el will e considered ot the comesponding neble metal allowance.
WP ".hT SUPPORTED RETAINER: D&Dos, DH06s, D0, Deo7], DE072, DE03, DT, 0T, 6076, D0TT, D6 1694
«  Replacement is limited 1o 1 ol any of these procedures per 5 vearls).
= I}SEI L TRA202, 05213, DE214, DA225, D526, D521, DO0SE, DE0S0. DENG, THGT, D662, 4063, Db,
[0 s, Dochin, Doga?, Daedid, DHANS, Doz 10, D211, D62 12, a2 14, a2, Da24 1, DE242, Db245, A2,
15251, DHZSL, also concribure(s) o this limitation,
] Frequency is waived lor accidental injury.
. Farestnin and resin benefits are considersd for anterior and bicuspid reeth only.
. Procedures that contain Glamam or high noble metal will Be considered a1 the comesponding nohle metal allowance,
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CAST POST AND CORE FOR PARTIALS
D6970 Cast post and core in addition to fixed partial denture retainer.
D971 Cast post as part of fixed partial denture retainer.
D672 Prefabricated post and core in addition to fixed partial denture retainer.



ORTHODONTIC EXPENSE BENEFITS

We will determine crthodontic expense benefits according to the terms of the group policy for erthodontic
expenses incurred by an Insured.

DETERMINING BENEFITS. The benefits payable will be determined by totaling all of the Covered Expenses
submitted. This amount is reduced by the Deductible, it any. The result is then multiplied by the Coinsurance
Percentage shown in the Schedule of Benefits, Benefits are subject to the Maximum Amount shown in the
Schedule of Benefits,

DEDUCTIBLE. The Deductible is shown on the Schedule of Benefits and 15 a specified amount of Covered
Expenses that must be mewrred and paid by vach Insured person prior to any benefits being paid,

MAXIMUM AMOUNT. The Maximum Benefit During Lifetime shown in the Schedule of Benefits 1s the
maximum amount that mayv be paid for the Covered Expenses incurred by an Insured duning his or her Iifeume.

COYERED EXPENSES., Covered Expenses refer to the usual and customary charges made by a provider for
necessary orthodontic treatment rendered while the person 15 insured under this section. Expenses are hmited to
the Maximum Amount shown in the Schedule of Benefits and Limitations.

Usual and Customary {“U&C™) deseribes those dental charges that we have determined to be the usual and
customary charge for a given dental procedure within a particular Z1P code area. The U is based upon a
combination of dental charge information taken from our own database as well as from data received from
natienally recognized industry databases, From the array of charges ranked by amount, your Palicyholder (in
mast cases your employer) has sclected a percentile that will be used to determine the maximum U&C for vour
plan.  The U&C 1s reviewed and updated periadically. The U&C can differ from the actual fee charged by your
provider and is not indicative of the appropriateness of the provider’s fee. Instead, the U&C is simply a plan
provision used to determine the extent of benefit coverage purchased by your Policyholder,

ORTHODONTIC TREATMENT. Orthodontic Treatment refers to the movement of teeth by means of active
appliances to correct the position of maloccluded or malpositioned teeth,

TREATMENT PROGRAM. Treatment Program ("Program”) means an interdependent series of orthodontic
services preseribed by a provider to correct a specific dental condition. A Program will start when the active
appliances are inserted, A Program will end when the services are done, or after eight calendar quarters starting
with the day the appliances were inserted, whichever is earlier.

EXFENSES INCURRED. Benefits will be payable when a Covered Expense is incurred:

a.  at the end of every quarter (threg-month period) of a Program for an Insured who pursues a
Program, but not beyond the date the Program ends; or

b.  at the time the service is rendered for an Insured who incurs Covered Expenses but does not pursue
a Program,

The Covered Expenses tor a Program are based on the estimated cost of the Insured's Program, They are pro-
rated by quarter (three-moenth periods) over the estimated length of the Program, up to a maximum of eight
quarters. The last guarterly payment for a Program may be changed if the estimated and actual cost of the
Program differ.

BENEFITS PAYABLE UPON TERMINATION. If coverage terminates during a Program quarter, the

quarterly benefit payable for that quarter will be pro-rated by day for the period of time that coverage was in-lorce
and premium was received.
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LIMITATIONS. Covered Expenses will not include and benefits will not be payvable for expenses meurred:

-

for a Program begun before the Insured became covered under this section.

2. inthe first 12 months that a person is insured if the person is a Late Entrant.

3. inany quarter of a Program 1f the nsured was not covered under thas section for the entire quarter.

4. if the Insured's insurance under this section terminates.

5. for which the Insured is entitled to benefits under any workmen's compensation or similar law, or for
charges for services or supplies received as a result of any dental condition caused or contributed to by
an injury or sickness ansing out of or in the course of any employment for wage or profit.

. for charges the Insured is not legally required to pay or would not have been made had no insurance

been in foree,

7.7 for services not required for necessary care and treatment or not within the generally accepted
parameters of care.

8. Toreplace lost or stolen appliances,



COORDINATION OF BENEFITS

This section applies if an Insured person has dental coverage under more than one Plan defininon below.  All
benefits provided under this policy are subject to this section,

EFFECT ON BENEFITS. The Order of Benefit Determination rules below determine which Plan will pay as
the primary Plan, Ifall or any part of an Allowable Expense under this Plan is an Allowable Expense under any
other Plan, then benefits will be reduced so that, when they are added to benefits pavable under any other Plan for
the same service or supply, the total does not excead 100% of the total Allowable Expense.

If another Plan is primary and this Plan is considered secondary, the amount by which benefits have been reduced
during the Claim Determination Period will be used by us to pay the Allowable Expenses not otherwise paid
which were incurred by you in the same Clarm Determination Period. We will determine our obligation Lo pay
for Allowable Expenses as each claim is submitted, based on all claims submitled in the current Claim
Dretermination Period.

DEFINITIONS. The following apply anly to this provision of the policy.

1. “Plan” refers o the group pelicy and any of the following plans, whether insured or uninsured, providing
benefits for dental services or supplies:

a.  Any group or blanket insurance policy.
b. Any group Blue Cross. group Blue Shield, or group prepayment arcangement,

¢ Any labor/management, trusieed plan, labor organization, employer organization, or employee
organization plan, whether on an wsured or uninsured basis.

d. Any coverage under a governmental plan that allows coordination of benefits, or any coverage
required or provided by law. This docs not include a state plan under Medicaid (TitleXV1IT and
KIX of the Social Security Act as enacted or amended). 1t alse does not include any plan whose
benefits by law are excess to those of any private insurance program or other non-governmental
pmgrum.

2. “Plan” does not include the following:

a.  Individual or family benefuits provided through insurance contracts, subscriber contracts, coverage
through individual HMOs or other prepayment arrangements.

b. Coverages for schoal type accidents only, including athletic injuries.

Lad

“Allowable Expense” refers to any necessary, reasonable and customary item of expense at least a pomtion
of which is covered under at least one of the Plans covering the Insured person for whom that claim is
made. When a Plan provides services rather than cash payments, the reasonable cash value of each
service will be both an Allowable Expense and a benefit paid. Benefits payvable under another Plan
imclude benefits that would have been payable had o claim been made for them.

4, “Claim Determination Period” refers to a Benefit Period, but does not include any time during which a
person has no coverage under this Plan.

Ly

“Custodial Parent” refers to a parent awarded custody of a minor child by a court decree. In the absence
of a court decree, it 15 the parent with whom the child resides more than half of the calendar year without
regard to any temporary visitation,
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ORDER OF BENEFIT DETERMINATION. When two or more Plans pay benefits, the rules for determming
the order of payment are as follows:

A Plan that does not have a coordination of benefits provision is always considered primary and will pay
benefits first,

I a Plan also has a coordination of benefits provision, the first of the following rules that describe which
Plan pays its benefits before another Plan is the rule fo use:

4. The benefits of a Plan that covers a person as an employee, member or subscriber are determined
before those of a Plan that covers the person as a dependent.

b. Ifa Dependent child 15 covered by more than one Plan, then the primary Plan is the Plan of the
parent whose birthday is earlier in the year it

. the parents are married,
ii. the parents are not separated (whether or not they ever have been married); or

i, a court decree awards joint custody without specifying that one parly has the
responsibility to provide dental coverape,

If both parents have the same birthday, the Plan that covered either of the parents longer is
primary.

g, [fthe Dependent child is covered by divorced or separated parents under two or more Plans,
benetits for that Dependent child will be determined in the following order:

i.  the Plan of the Custodial Parent;

ii.  the Plan of the spouse of the Custodial Parent;

i, the Plan of the non-Custodial Parent; and then

iv.  the Plan of the spouse of the non-Custodial Parent.

Howewver, if the specific tenms of a court decree establish a parent’s responsibility for the
child’s dental expenses and the Plan of that parent has actual knowledge of those terms, that
Plan is primary. This rule applies to Claim Determination Periods or Benefit Periods
commencing atter the Plan is given notice of the court decree.

. The benefits of a Plan that cover a person as an employee who s neither laid-off nor retired {or as
that employee’s dependent) are determined before those of a Plan that covers that person as a
laid-off or retired emplovee (or as that emplovee’s dependent). If the other Plan does not have
this rule, and if, as a result, the Plans do not agree on the order of benefits, tas rale will be
ignored.

e. Ifaperson whose coverage is provided under a right of continuation provided by a federal or
state law also is covered under anather Plan, the Plan covering the person as an employee,
miember, subseriber or retiree (or as that person’s dependent) is primary, and the continuation
coverage 1s secondary. I the other Plan does not have this rule, and 1f, as a result, the Plans do
not agree on the order of benefits, this rule will be ignored.

. The benefits of a Plan that has coverad a person for a longer period will be determined first,



If the preceding rules do not determine the primary Plan, the allowable expenses shall be shared equally between
the Plans meeting the definition of Plan under this provision. In addition, this Plan will not pay more than what 1t
winld have pawd had it been primary.

RIGHT TO RECEIVE AND RELEASE NECESS5ARY INFORMATION. We may without your consent and
notice to you:

1. Release any information with respect to your coverage and benefits under the policy; and

2. Obtain from any other insurance company, organization or person any information with respect to vour
coverage and benefits under another Plan,

You must pravide us with any information necessary to coordinate benefits,

FACILITY OF PAYMENT, When other Plans make payments that should have been made under this Plan
accordiig to the above terms, we will, at our discretion, pay to any organizations making these payments any
amounts that we decide will satisfy the mient of the above terms. Amounts patd in this way will be benefits paid
under this Plan, We will not be hable to the extent of these payments.

RIGHT OF RECOVERY. When we make payments for Allowable Expenses in excess of the amount that will
satisty the intent of the above terms, we will recover these payments, la the extent of the excess, from any persons
or organizations to or for whom these payments were made, The amount of the payments made includes the
reasonable cash value of any benefits provided in the form of services.



GENERAL PROVISIONS

NOTICE OF CLAINM, Written notice of a claim must be given to us within 30 days after the incwred date of the
services provided for which benefits are pavable,

Notice must be given to us at our Home Office, or to one of our agents. Notice should include the Policyholder's
name, Insured's name, and policy number. 1711 was not reasonably possible to give written notice within the 30
day period stated above, we will not reduce or deny a claim for this reason if notice 1s fled as soon as is
reasonably possible,

CLAIM FORMS. When we receive the notice of a ¢laim, we will send the claimant forms for filing proof of
loss, 1f these forms are not fumished within 15 days after receipt of such notice, the claimant will meet our proof
of loss requitements by giving us & written statement of the nature and extent of loss within the tme limit for
filing proofs of loss,

PROOF OF LOSS. Written proof of loss must be given to us within 90 davs after the mcurred date of the
services provided for which benefits are payable. If it is impossible to give wrilten proof within the 90-day
period, we will not reduce or deny a claim for this reason if the proot is filed as soon as is reasonably possible and
in no evend, except in the absence of legal capacity, later than ene (1) year from the time proof 15 otherwise
required.

TIME OF PAYMENT. We will pay all benefits immediately when we receive due proof or in accordance with
Yirgima Code, whichever is more favorable to the Insured. Virginia Code requires that clean claims shall be paid
or denied within forty (404 days from receipt of the clawmn. 11 a claim cannet be processed as a result of not
receiving all of the necessary information, then we will noufy the claimant within thirty (20) days from receipt of
the claim providing them with the information neeessary to process the claim. Payment will be made within forty
(40} days from receipt of all necessary information.

PAYMENT OF BENEFITS. All benefits will be paid to the Insured unless vou authorize us in writing to make
payment to the Provider providing the services or supplies.

FACTLITY OF PAYMENT. Ifan Insured or beneficiary 15 not capable of giving us a valid receipt for any
payment or it benefits are payable (o the estate of the Insured, then we may, at our option, pay the henefit up to an
amount not to exceed $5,000, to any relative by blood or connection by marriage of the Insured who 15 considered
by us to be equitably entitled to the benefit.

Any equitable payment made in good faith will release us from liability to the extent of payment.
PROVIDER-PATIENT RELATIONSHIP. The Insured may choose any Provider who 1s licensed by the law
of the state in which treatment is provided within the scope of their license. We will in no way disturb the

provider-patient relationship,

LEGAL PROCEEDINGS. No legal action can be brought against us until 60 days after the lnsured sends us the
required proof of loss, No legal action against us can start more than five vears after proof of loss is required.

INCONTESTABILITY. Any statcrnent made by the Policvholder to obtain the Policy 15 a representation and
not a warranty, No misrepresentation by the Polieyvhoelder will be used to deny a claim or to deny the validity of
the Policy unless:

1. The Policy would not have been issued if we had known the truth; and

2. We have given the Policvholder a copy of a written imstrument signed by the Policyvholder that contains
the misrepresentation.
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The validity of the Policy will not be contested after it has been in force for one vear, except for nonpayment of
premiums or fravdulent misrepresentations,

Ay staternent made by any person insured under the policy relating to his insurability or the insurability of his
insured dependents shall not be used in contesting the validity of the insurance with respect to which such
statemnent was maile:

1. Afier the insurance has been in force prior to the contest for a period of two years during the
lifetime of the person about whom the staterment was made; and

2. Unless the statement is contained in a written instrument signed by him.
WORKER'S COMPENSATION. The coverage provided under the Policy 1s not a substitute for coverage

under a workmen’s compensation or state disability income benefit law and does not relieve the Policyholder of
any obligation 1o provide such coverage.



ERISA INFORMATION AND NOTICE OF YOUR RIGHTS

A, Eligibility and Benefits Provided Under the Group Policy

Please refer to the Conditions for Insuranee within the Group Policy and Certificate of Coverage
tor a detailed description of the eligibility for participation under the plan as well as the benefits
provided. 1f this plan includes a participating provider (PPO) option, provider lists are furnished
automatically, without charge, as a separate document.

B. Qualified Medical Child Support Order ("QMCS0'")

QMCSO Determinations. A Plan participant or beneficiary can obtain, without charge, a copy of
the Plan’s procedures governing Qualified Medical Child Support Order determinations from the
Plan Administrator.

C, Termination Of The Group Policy

The Group Policy which provides benefits for this plan may be terminated by the Policyholder at
any time with prior written notice to Ameritas Life Insurance Corp. It will termmate automatically
if the Policyholder fails to pay the required premium. Ameritas Life Insurance Corp. may terminate
the Group Pelicy on any Premium Due Dale if the number of persons insured 15 less than the
required mimimum, or if Ameritas Life Insurance Corp. believes the Policyholder has failed to
perform 1ts obligations relating to the Group Policy.

After the first policy year, Ameritas Lite Insurance Corp. may also terminate the Group Policy on
any Premium Due Date for any reason by providing a 30-day advance written notice to the
Policyhalder.

The Group Policy may be changed in whole or in part. No change or amendment wall be valid
unless it is approved in writing by a Ameritas Life Insurance Corp. executive officer.

I, Claims For Bencfits

Claims procedures are furnished automatically, without charge, as a separate document,

E. Continuation of Coverage Frovisions {(COBRA)

ERTES Moelice

COBRA (Consclidation Omnibus Budgetl Reconciliation Act of 1985) gives Qualified Beneficiaries
the right to elect COBRA continuation after insurance ends because of a Qualifying Event. The law
generally covers group health plans mamitained by employers with 20 or more employees in the
prior vear. The law does not, however, apply to plans sponsored by the Federal povernment and
certain church-related organizations.

i. Definitions For This Section
Cualified Beneficiary means an Insured Person who is covered by the plan on the day
betore a qualifying event. Any child bom to or placed for adoption with a covered
employee during the period of COBRA coverage s considered a qualified beneficiary.

A Qualifying Event occurs when;

1. The Member dies {hereinafter referred to as Qualitving Event 1);

[

The Member's employment terminates for reasons other than gross misconduct as
determined by the Employer (hereinafter referred to as Qualifying Event 2);

Led

The Member's work hours fall below the minimum number required to be a
Member (hereinafter referred to as Cualifving Dvent 3);



. The Member becomes divarced or legally separated from a Spouse (hereinafler
referred to as Qualifving Event 4%

3. The Member becomes entitled e receive Medicare benefits under Title XVII of the
Social Security Act (hersinafter referred to as Qualifying Event 5);

G, The Child of a Member ceases 1o be a Dependent (hereinafier referred to as
Qualifying Event 6);

7. The Employer files a petition for reorganization under Title 11 of the ULS,
Bankruptey Code, provided the Member is retired from the Emplover and is insured
on the date the petition 15 filed (hereinatter referred to as Qualifying Event 7).

ii. Electing COBRA Continuation
A, Each Qualified Beneficiary has the right to elect to continue coverage that was m effect on
the day before the Qualifying Event. The Qualified Bene ficiary must apply in writing
within 60 davs of the later of:

1. The date on which Insurance would otherwise end; and

2. The date on which the Employer or Plan Administrator gave the Qualitied
Beneficiary notice of the right to COBRA continuation.

B. A Qualified Beneficiary who does not elect COBRA Continuation coverage during their
ariginal election pericd may be entitled to a second election period if the following
requirements are satisfied:

1. The Member's Insurance ended because of a trade related termunation of their
emplovment, which resulted in being certified eliyible for trade adjustment
assistance;

2. The Member is certified eligible for trade adjustment assistance {as determined by

the appropriate governmental agency) within & months of the date Insurance ended
due to the trade related termination of their employment; and

ok

The Qualified Beneficiary must apply in writing within 60 days after the first day of
the month in which they are certitied eligible for trade adjustment assistance,

iii. Notice Requirements

1. When the Member becomes insured, the Plan Administrator must inform the
Member and Spouse in writing of the right to COBRA continuation.

2. The Quahfied Beneficiary must notify the Plan Administrator in writing of
Cualifying Event 4 or 6 above witlhin 60 davs of the later of

a.  The date of the Qualifying Event; or
b, The date the Quahified Beneficiary loses coverage due to the Qualifying
Ewvent,

3 A Qualified Beneficiary, who is entitled to COBRA continuation due to the
accurrence of Qualifying Event 2 or 3 and who is disabled at any time during the
first 60 days of continuation coverage as determined by the Social Security



Administration pursuant to Title I or XV] of the Social Security Act, must notify
the Plan Administrator of the disability in writing within 60 days of the Jater of:

a.  The date of the disability determination;

b, The date of the Qualifying Event; or

L

The date on the Qualified Beneficiary loses eoverage due 1o the Qualilfying
Event.

4, Each Qualified Beneficiary who has become entitled 1o COBRA continuation with a
rmaximum duration of 18 ar 29 months must notify the Plan Administrator of the
oceurrence of a second Qualifving Event within 60 days of the later of:

a.  The date of the Qualifying Event, or

. The date the Qualified Beneficiary loses coverage due to the Qualifying
Event.

5. The Employer must give the Plan Administrator written notice within 30 days of the
oceurrence of Qualifying Event 1,2, 3, 5, ar 7,

&, Within 14 days of receipl of the Emplover's notice, the Plan Administrator must
notify each Qualified Beneficiary in writing of the right to elect COBRA
continualion,

[ order to protect vour rights, Members and Qualified Beneficiaries should inform the Plan Adminstrator in
writing of any change of address.

iv.  COBRA Continuation Period
1. 18-maonth COBREA Continuation

Each Qualified Beneficiary may continue Insurance for up to 18 months after the
date of Qualifying Event 2 or 3,

2. 29-month COBRA Continuation

Each Qualified Beneficiary, who is entitled to COBRA contmuation due to the
eccurrence of Qualifying Event 2 or 3 and who is disabled at any time during the
first 60 days of continuation coverage as determined by the Social Security
Administration pursuant to Title 1T or XV1 of the Social Security Act, may continue
coverage for up to 29 months after the date of the Qualifying Event. All Insured
Persons in the Qualified Beneficiary’s family may also continue coverage for up to
29 muonths.

3. 36-Month COBRA Continuation

If you ure a Dependent, you may continue Coverage for up to 36 months after the
date of Qualifying BEvent 1, 4, 5, or 6. Each Qualified Beneficiary who is entitled to
continue Insurance for 18 or 29 months may be eligible to continue coverage for up
to 36 months afier the date of their original Qualifving Event if a second Qualifying
Event occurs while they are on continuation coverage,



Note:  The total peried of COBEA continuation available in 1 through 3 will not exceed
30 months,

4, COBRA Continuation For Certain Bankruptey Proceedings

If the Qualitying Event is 7, the COBRA continuation period for a retiree or retiree's
Spouse is the lifetime of the retiree. Upon the retiree's death, the COBRA
continuation period for the surviving Dependents 15 36 months from the date of the
retiree's death,

v.  Premium Requirements

[nsurance continued under this provision will be retroactive to the date insurance would
have ended because of a Qualifying Event. The Qualified Beneficiary must pay the mnitial
required premium not later than 43 days after electing COBRA continuation, and monthly
premium on ar before the Premium Due Date thereafter. The monthly premium is a
percentage of the total premiwm (both the portion paid by the employee and any portion
paid by the emplover) currently in effect on each Premium Due Date. The premium rate
may change atter you cease o be Actively at Work. The percentage 15 as follows:

18 month conunuation - 102%

29 month continuation - 102% during the tirst 18 months, 150% during the next 11
months

36 month continuation - 102%
Vi, When COBRA Continuation Ends
COBRA contimuation ends on the earhest of

1. The date the Group Policy terminates;

[ ]

31 days after the date the last period ends for which a required premium payment
was made:

3 The last day of the COBRA continuation period.

4. The date the Qualified Beneficiary first becomes entitled to Medicare coverage
under Title X%11 of the Social Security Act;

5 The first date on which the Qualified Beneficiary 1s: {a) covered under another
group dental policy and (b) not subject to any preexisting condition limitation in
that policy.

F. Your Rights under ERISA

A5 a participant in this Plan, vou are entitled to certain rights and protections under the Employment
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be
entitled to:

Receive Information About Your Plan and Benefits
Examine, without charge, at the plan admimstrator's office and at other specified locations, such as
work-sites and union halls, all documents governing the plan, including insurance contracts and



callective bargaining agreements, and a copy of the latest annual report (Form 5300 Series) filed by
the plan with the U8, Department of Labor and available at the Public Diselosure Room of the
Emplovee Benefits Security Administration.

Obtain, vpon written request to the plan administrator, copies of documents governing the operation
of the plan, including insurance contracts and collective bargaining agreements, and copies of the
latest annual report (Form 3500 Series) and updated summary plan description. The administrator
may make a reasonable charge for the copics.

Receive a summary of the plan's annual financial report, The plan administrator is required by law
to furmish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under
the plan as a result of a qualifving event. You or your dependents may have to pay for such
coverage. Review this summary plan descriplion and the documents governing the plan on the rules
governing your COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants ERISA imposes duties upon the people who are
responsible for the eperation of the employee benefit plan. The people who operate your plan,
called "fiduciaries” of the plan, have a duty to operate and admimster this plan prudently and in the
interest of you and other plan participants and beneficiaries. No one, including your employer, your
union, or any other person, may fire you or otherwise discriminate against you in any way to prevent
you from obtaining a welfare benefit or exereising your rights under ERISA.

Enforee Your Rights

It vour claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know
why this was done, o obtain copies of documents relating o the decision without charge, and to
appeal any denial, all within certain time schedules.

Under ERIS A, there are steps you can take to enforce the above rights. For instance, if you request
a copy of plan documents or the latest annual report from the plan and do not receive them withim 30
days, you may file swt in a Federal court. In such a case, the court may require the plan
administrator to provide the materials and pay wou up to $110 a day until you receive the materials,
unless the materials were not sent becanse of reasons bevond the control of the administrator. If you
have a cluim for benefits which is denied or ignored, in whole or in part, you may file suit in a state
or Federal court. If it should happen that plan fiduciaries misuse the plan’s money, or if you are
discriminated against for asserling your rights, yvou may seek assistance from the U.S. Department
of Labor, or you may file suit in a Federal court. The court will decide who should pay court costs
amd legal fees, If wou are successful the court may order the person you have sued to pay these costs
and fees. If you lose, the court may order you 1o pay these costs and fees, for example, if' it finds
your claim is frivelous,

Assistance with Your Rights

If vou have any questions about your plan, you should contact the plan administrator. [ vou have
any questions about this statement or about vour rights onder ERISA, or if vou need assistance in
obtaming documents from the plan administrator, you should contact the nearest office of the
Emplovee Benefits Security Administration, U5, Department of Labor, listed in your telephone
directory or the Division of Technical Assistance and Inguiries, Employee Benelits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C.
20210, You may also eblain certain publications about your rights and responsibilities under
EEISA by calling those publications hotline of the Employee Benefits Security Administration.



CLAIMS REVIEW PROCEDURES
AS REQUIRED UNDER
EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)

The following provides information regarding the claims review process and your rights to request a review of
any part of a claim that is denied. Please note that certain state laws may also requice specified claims payment
procedures as well as internal appeal procedures andfor independent external review processes. Therefore, in
addition to the review procedures defined below, you may also have additional rights provided to you under state
lawe. 1f your state has specific grievance procedures, an additional notice specific to your state will also be
included within the group policy and your certificate.

CLAIMS FOR BENEFITS

Claims may be submitted by mailing the completed claim form aleng with any requested information to:
Ameritas Lite Insurance Corp,
PO Box 82520
Lineoln, NE 683501

NOTICE OF DECISION OF CLAIM

We will evaluate your claim promptly after we receive it. We will provide you written notice regarding the
payment under the claim within at least 30 calendar days following receipt of the claim. This period may be
extended for an additional 15 days, provided that we have determined that an extension is necessary due (o
matters beyond our control, and notify vou, prior to the expiration of the initial 30-day period, of the
circumstances requiring the extension of time and the date by which we expect to render a decision. If the
extension 15 due to your failure to provide information necessary to decide the claim, the notice of extension shall
specifically describe the required information we need te decide the claim.,

1f we request additional information, vou will have 45 davs to provide the mformation. [ you do not provide the
requested information within 45 days, we may decide your claim based on the information we have received.

If we deny any part of your claim, vou will receive a written notice of denial containing:

The reasons for our decision.

Reference to the parts of the Group Policy on which our decision 1s based.

c.  Reference to any internal rule or guideline relied wpon in making our decision, along with vour right to
receive a copy of these guidelines, free of charge, upon request,

d. A statement that you may request an explanation of the scientific or clinical judgment we relied upon to
exclude expenses that are experimental or investigational, or are not necessary or accepted according to
generally accepted standards of dental practice.

e A description of any additional information needed to sapport vour claim and why such information is
necessary.

f.  Information concerning your right to a review of our decision.

Information concerning your right to bring a civil action for benefits under section 502(a) of ERISA

following an adverse benefit determination on review.

T

REVIEW PROCEDURE

If all or part of a claim is denied, vou may request a review. You must request a review in writing within 180
days after receiving notice of the demal,

You may send us written comments or other items to support your clarm. You may review and receive copies of

any non-privileged information that is relevant to your request for review, There will be no charge for such
copies. You may request the names of the experts we consulted who provided advice to us about your claim,

Claims Review [rocedures



The review will be conducted by the Plan’s named fiduciary and will be someone other than the person who
denied the initial claim and will not be subordinate to that person. The person conducting the review will not give
deference to the initial denial decision, If the denial was based in whaole or in part on a medical judgment,
including determinations with regard to whether a service was considered experimental, investigational, and/or
not medically necessary, the person conducting the review will consult with a gualified health care professional.
This health care professional will be someone other than the person who made the original judgment and will not
be subordinate to that person. Cur review will include any written comments or other ilems vou submit to support
vour ¢laim.

We will review your claim promptly after we receive your reguest, Within at least 60 days afier we receive your
request for review we will send vou a written decision on review.

If we deny any part of your claim on review, you will receive a wrillen notice of denial containing:

a. The reasons for our decision,

b, Reference to the parts of the Group Poliey on which our decision s based.

¢, Reterence to any internal rule or guideline relied upon in making our decision along with your right o
recejve a copy of these guidelines, free of charge, upon request.

d.  Information concerning your right to receive, free of charge, copies of non-privileged documents and
records relevant to vour claim.

e A statement that you may request an explanation of the scientific or clinical judgement we relied upon to
exclude expenses that are experimental or investigational, or are not necessary or accepled according to
generally accepted standards of dental practice.

f. Information concerning your right to bring a eivil action tor benefits under seetion 502(a) of ERISA.

Certain state laws also require specified internal appeal procedures and/or external review processes, In addition
to the review procedures defined abowve, you may also have additional rights provided to you under state law.
Please contact your stule msurance regulatory agency for assistance, In any event, you need not exhavst such
state law procedures prior to bringing civil action under Section 302{a} of ERISA.

Any request for claim review should be sent to:

Quality Control, .O. Box 82629, Linceln, NE 68501-2629,



NOTICE OF PROTECTED HEALTH INFORMATION PRIVACY PRACTICES

We are requited by law to maintain the privacy of our insured members' and their dependents' personal health
information and to provide notice of our legal duties and privacy practices with respect to your personal health
mformation. We are required to abide by the terms of this Notice as long as it remains in effect. We reserve the
right to change the terms of this Notice as necessary and 1o make the new Notice effective for all personal health
information mamtamed by us. Copies of revised Notices will be provided to you directly or to your group's Plan
Sponsor (usually your emplover) by regular mail or e-mail with instructions o deliver a paper copy to each
certificate holder.

THIS NOTICE DESCRIBES OUR PRACTICES REGARDING YOUR PROTECTED HEALTH
INFORMATION MAINTAINED BY THE GROUP DENTAL LINE OF BUSINESS WITHIN THE UNIFI
COMPANIES.

THIS NOTICE MORE PARTICULARLY DESCRIBES HOW MEDICAL INFORMATION ABOUT
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

Contact Information

All of the entities atfiliated under the commeon control of the UNTFT Mutual Helding Company that pay for the
cost of healthcare, including Ameritas Lifie Insurance Corp. and First Ameritas Life Insurance Corp, of New
York, are required by federal law to maintain the privacy of your protected health information and to provide
notice of the legal duties and privacy praclices with respect to your protectad health information. This Notice
fulfills the "Notice" requirements of the Final Privacy Rule of the Health Insurance Portability and Accountability
Act of 1996 (HIPAA). If you have any questions about any part of this Notice of Protected Health Information
Privacy Practices or desire to have further information concerning the nformation practices at the UNIFI
Companies, please direct your inguiries to; The Privacy Office, Attn. IIIPAA Privacy, P.O. Box 81889, Lincoln,
NE 68501-1889, or e-mail us at privacy@ameritas.com.

THIS NOTICE IS PUBLISHED AND BECOMES EFFECTIVE: APRIL 14, 2003
OUR PLEDGE REGARDING YOUR PROTECTED HEALTH INFORMATION

We understand that information about you and your family is personal and we are committed to protecting your
privacy and the secunity of your protected health information. This Notice explains the ways in which we use and
disclose protected health information about you and your covered dependents and details certain obligations we
have in connection with such use and disclosure. It also deseribes your rights with regard to your protected health
information. We are required by both law and internal policy to: make sure that protected health
information that identifies you andfor your covered dependenis is kept private; give you notice of our legal
duties and privacy practices and your rights with respect to your protected health information; and follow
the practices outlined in this Notice,

WHO WILL FOLLOW THE PRIVACY PRACTICES DESCRIBED IN THIS NOTICE

The Protected Health Information Privacy Practices deseribed in this Notice have been adopled and implemented
by all of the divisions and associates who waorle directly or indirectly with your protected health information
within the following UNIFI Companies: Ameritas Life Insurance Corp.: and First Ameritas Life Insurance Corp,
of New York, All of the asscciates who need access to your protected health information in order to service your
products and administer yvour claims have received proper training about how to protect your privacy, secure vour
protecied health information and adhere to our Privacy of Protected Health Information Policies, Practices and
Procedures.

HIF&A Mntice



In order to keep costs of your coverage down and provide you with the best customer service, we may contract
with outside carriers and/or vendors, known as “business associates,” to assist us with the administration of your
policy. For example, we may contract with third parly administrators who process claims and collect premium
payments, or paper-shredding companies who destroy records when they are no longer needed. Because these
business associates need access to your protected health information in order 1o fulfill their obligations to us, we
require them to agree in writing to keep your protected health information confidential in the same manner
that we do as described n this Notice.

TYPES OF PROTECTED HEALTH INFORMATION WE MAY HAVE AND HOW WE OBTAIN IT

Protected Health Information is: Any information that identifies you that we obtain from you or others
that relates to your past, present or future healtheare including the payment for such healtheare,

In the regular course of business we receive protected health information about you in order to provide you with
our products and services. Some of this protected health information comes directly from you. For example,
when you purchase one of our health insurance products for you and your farmily, you provide us with information
about vou and your covered dependents such as name, address, phone number, social security number, ete, Some
of the protected health information we obtain about vou comes from your provider. For cxample, as you and your
covered dependents utilize your coverage, your healthcare provider sends us information about services and
treatments performed so that we can process and pay vour elaims, All of this information we receive about you
and your covered dependents is necessary in order for us o provide you and your coversd dependents with quality
health insurance products and to comply with legal reguirements.

HOW WE MAY USE AND ISCLOSE YOUR PROTECTED HEALTH INFORMATION

The following categories deseribe difterent ways we may use and disclose your pratected health information
without vour authorization. For each category of uses and disclosures, we will explain what we mean and give an
example, Not every use or disclosure in a calegory will be listed. All of the wavs we are permitted to use and
disclose tnformation will fall within one of the identitied catepories.

For Payment: We may use and disclose protected health information about you and vour covered
dependents in order to verify your coverage to vour provider, process pavment for claims filed under vour
pulicy or coordinate benefits with another carrier. For example. we may need to diselose your protected
health information to a provider whaom you have seen or are planning to see in order to pre-approve that a
particular treatment you are seeking is covered under vour plan. It is also necessary for us to use the information
received from your medical provider concerning the services rendered to you so the health plan can pay the
provider or reimburse you for the cost of the treatment under the terms of your plan. Finally, when you have
more than one insurance policy that covers some of the same procedures as vour plan with us, it may be necessary
for us to exchange payment information with the carrier of your other insurance plan in order to coordinate the
payment of your claim with that other carrier.

For Health Care Operations: We may use and disclose protected health information about you and your
covered dependents as necessary to operate your health insurance plan and promote quality service, For
example, we may wse or diselose your personal health information for quality assessment and quality
improvement, credentialing health care providers, conducting or arranging for medical review or compliance, We
may also disclose your personal health information to another health plan, health care facility or health care
prowider for activities such as quality assurance or case management.

Business Associates: YWe may disclose protected health information to other persons or organizations,
known as business associates, who provide services on our behalf under contract. However, in order to
assure the protection of your private information, we require our business associates to adhere to our Privacy
Palicies concerning the use and disclosure of your protected health information and appropriately safeguard the
information we disclose to them. We prohibit our business associates from using and disclosing any of your
protected health information i any manner except for the purpose intended by the contract. Business associates
are cxpressly prohibited from using your protected health information to create any marketing target lists,




Plan Sponsors: We may disclose your protected health information to your plan sponsor {usually your
emplayer). It is our policy not to disclose vour protected health information to your Plan's sponsor. There may by
exceptional occasions that yvour Plan Sponsor requests protected health information. We will only disclose your
protected health information to vour Plan Sponsor if we have your authorization to do so, or if the plan sponsor
certifies that the information will be maintained in a confidential manner and will not be utilized or disclosed for
employment-related actions and decisions ar in connection with any other benefit or employee benefit plan of the
plan sponsor.

Public poliey uses and disclosures of your protected health information

We may vse and disclose your protected health information for public policy purposes. For example:

As Required By Law: We will disclose protected health information about you or your covered dependent
when required to do so by federal, state or local law. For example, we may be required by law to disclose
certain protected health information about you pursuant to a court order or subpoena served upon us,

About Victims of Abuse, Negleet or Domestic Violence: For example, if we believe that yvou have been a
victim of abuse, neglect or domestic violence, we may disclose your protected health information to the
eovernmental entity or agency authorized to receive such information. In this case the disclosure will be made
consistent with the requirements of applicable federal and state laws.

Workers' Compensation: We may release vour protected health information for workers' compensation or
similar programs that provide benefits to you for work-related injuries or illness but only in a manner consistent
with apphicable laws.

Public Health: ¥We may have an occasion to disclose protected health information about you or your
covered dependent for public health activitics to a publie health authority that is permitted by law to collect
or receive the information. A public health activity would be, for example, an activity conducted by a public
health authority in the furtherance of preventing or controlling disease, injury or disability; reporting births, deaths
or reactions to medications; or notifying people of recalls of products they may be using.

AUTHORIZED USES AND DISCLOSURES

From time to time you may request that we disclose your protected health information to other individuals
or entities. For example, you may request that we disclose your claims history to an atterney thal you have hired
to assist you in a civil matter. Likewise, we may ask your permission to use or disclose your protected health
information. Any disclosures, such as these that do not fit into one of the categories in the previous seclion
require 1s to oblaim your written authorization prior 1o muking such disclosure, In the event that vou do provide
us with wrilten authorization to use or disclose your information, you may revoke such anthorization at any time
by writing to the Privacy Officer at the address indicated in the "Contact” section of this Notice below.

YOUR RIGHTS WITH RESPECT TO YOUR PROTECTED HEALTH INFORMATION

You huve the following rights regarding protected health information that we maintain about you. All requests
must be made in writing.

Your Right to a Paper Copy of This Notice: You have the right to a paper copy of this Notice. You have a right
to receive this Motice because you are insured by a health plan offered by Ameritas Life Insurance Corp. or First
Amentas Life Insurance Corp, of New York. You may ask us to give you a copy of this Notice at any time and
we will comply. Even if vou have agreed 1o receive this Notice electronically, you are entitled to a paper copy of
this Notice if you so request.

Your Right to an Aceounting of Disclosures: You have the right to request a listing of any disclosures of vour
protected health information that we have made that are required by law. This listing would exclude disclosures
we made 10 vou, or pursuant to your authorization or request, or for payment of your ¢laims as deseribed above,
or for health care operations as described above, Your request must state a time period that may not be longer
than six vears and may not include dates prior to April 14, 2003, Your request should indicate in what form you
want the list (for example, on paper, electronically, fax ete), The first accounting of disclosures you request
within a 12-month period will be free. We may charpe for the costs of providing additional lists during that same
12-menth peried. In the event that you may incur a charge, we will notify vou of the cost invoelved and you may
choose to withdraw or modify vour request before any costs are imcurred.




Your Right to Request an Amendment: You have the right to request an amendment to the protected health
information that we maintain about you if vou believe that our informalion is meerect or incomplete. You
miaintain the right to request an amendment for as long as the information iz kept by or for the UNIFI Companies.
You must provide a reason that supports your request. ' We may deny vour request for an amendment if it is not in
writing or does not include a reason (o support the request. We may also deny vour request it you ask us to
amend information that: 1) was not created by us; 2) is not part of the medical mformation kept by or for a UNIFI
Company; 31 is not part of the information which you would be permitted 1o inspect and copy under the law; or 4)
15 accurate and complete,

Your Right to Request a Restriction: You have the right to request a restriction or limitation on the protected
health information we use or disclose about you for, payment or health plan operations. You also have the right
to request a linut on the protected health information we disclose about vou to someone who is involved in vour
care or the payment for care, like a family member or friend. We are not required to agree to vour request. If we
do agree to a requested restriction, we will comply with your request unless the information is needed to facilitate
emergency treatment. To request restrictions, you must make your request in writing., In vour request, you musl
tell us (1} what information vou want to limit, (2) whether you want to limit our use, disclosure or both; and (3} to
whom you want the limits to apply.

Your Right tv Request Confidential Communications: You have the right to request that we communicate with
you abont payvment for your medical matters m an alternative means (such as by fax) or at an alternative location
(such as to your office). To request confidential communications, you must make your request in writing. We
will not ask you the reason for your request. We will aecommeadate all reasonable requests, Your request must
specity how or where you wish to be contacted.

Your Rights to Inspect and Copy: You have the right to inspect and copy protected health mformation that we
maintain about you that may be used to make decisions about payment for your care. To inspect this protected
health information you may contact the Privacy Officer. To obtain copies of such protected health information,
you must submit your reguest in writing as mdicated below. If you request a copy of the information, we may
charge a fee tor the costs of copying, matling, or other supplies associated with your request, We may deny your
request to inspeet and copy in certain very limited circumstances. If you are denied access to your protected health
information, in most situations you may request that the denial be reviewed by a licensed health care professional
who did not take part in the decision to deny access. We will comply with the outcome of the review.

Your Right to Make Complaints: If you believe that your privacy rights have been violated you may make a
complaint to the UNIFT Companics Privacy Office or to the Secretary of Health and Human Resources as follows:

UMNIFI Privacy Office Secretary, Health and Human Services, Office of Civil Rights
Atin, HIPAA Privacy United States Department of Health and Human Services
PO, Box 51889 200 Independence Avenue, SW Room 509F

Linceln, MNE 65110 HHH Building

Washington D.C, 20201
Any complaint you file will not cause you to suffer retaliation from our company. We will promptly investigate
your complaint as soon as we receive it. When we have completed our investigation, we will notify you of our
findings. If the investigation reveals that your privacy rights have indeed been violated, we will immediately take
the appropriate measures to correct the violation pursuant to our Privacy Practices and Procedures,

Individual Rights Contact

To assert any of your nghls with respect to this Notice, or 1o oblain an authorization form, please call 1-800-487-
5553 and request the appropriate form.

Effective Dhate

This Notice will become effective as of April 14, 2003,



